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ABSTRACT
This study examined the causal ordering of the 
relationship between life events and psychological 
illness, and the ability of personal and social resources 
to predict susceptibility to life events and 
psychological illness. Prospective data came from a 
ten-week study of a community sample of 50 adults in 
Canberra, Australia. Subjects were interviewed in their 
homes initially, and then by telephone four times, at 
two-week intervals. The findings suggested that the 
relationship between life events (or symptoms) and 
symptoms (or life events) was not causal and 
unidirectional, but complex, dynamic, and ongoing. Life 
events and psychological symptoms responded to each 
other, fluctuating over time. Personal and social 
resources appeared to influence the extent to which 
psychological symptoms occurred after life events. It 
was concluded that there was a need to reconsider the 
paradigm used to examine the relationships between life 
events and psychological illness, and to attend to the 
timing of data collection, which may be an important 
factor in detecting, or failing to detect, relationships 
between personal and social resources, life events, and 
psychological illness.
xiii
Chapter 1
INTRODUCTION
Although the strength of the relationship between 
life events and psychological illness has not always been 
impressive (Dohrenwend & Dohrenwend, 1974; Rabkin & 
Struening, 1976; Elliott & Eisdorfer, 1982), few doubt 
that such a relationship exists. Greater uncertainty 
surrounds the direction of this relationship, that is, 
the causal ordering of life events and psychological 
illness. One model, the vulnerability model, postulates 
that the life event-illness process can be understood in 
terms of the types of responses which individuals make 
when they experience a life event or a series of life 
events (Rahe, 1974; Brown & Harris, 1978). A second 
model, the proneness model, conceptualizes the 
relationship not as a life event-illness process, but as 
an illness-life event process in which psychological 
illness itself predisposes the individual to life events, 
which in turn may exacerbate adverse health changes 
(Fontana, Marcus, Noel & Rakusin, 1972; Fox, 1978). 
Clearly these models need not be mutually exclusive.
This thesis aims to examine the appropriateness of each 
in explaining the experiences of a small community sample 
followed over a two month period.
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This chapter is divided into four sections. In the 
first section, a brief overview of the nature of 
psychological illness will be presented, together with 
the reasoning behind the definition of psychological 
illness used in this study. The second section focuses 
on the nature of the relationship between life events and 
psychological illness. The concept of life events is 
defined, and research attempts to enhance the 
predictiveness of life events, and the reliability of 
life event reports are outlined. In the third section 
the involvement of other factors is discussed, in 
particular, the contribution of the individual's personal 
and social resources. The causal ordering of the life 
event-illness relationship is also brought into question. 
Finally, the rationale of the present study and the 
questions to be examined are outlined.
PSYCHOLOGICAL ILLNESS
Historical Evolution of the Term "Neurosis"
The traditional approach to the understanding and 
treatment of neurosis was based on medical assumptions 
- with "neurosis" regarded as a product of "disordered 
unconscious psychological processes" within the 
individual (Gossop, 1981).
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During the 18th and 19th centuries, the number and 
nature of the problems subsumed under the term "neurosis" 
varied considerably. Originally, neurosis signified a 
divergent group of degenerative and hereditary diseases 
which were based on "the circulation of the blood, or the 
nature of the humours" (Hunter & Malcalpine, 1963:474). 
The term itself was originally recorded by Cullen, a 
Scottish physician, in 1781. His very broad definition 
of neuroses encompassed many kinds of diseases without 
fever (for example, apoplexy, palsy, hypochochondriasis, 
epilepsy, palpitation, asthma, hysteria, hydrophobia), 
which were attributed to some dysfunction in the nervous 
system (Hunter & Malcalpine, 1963:475). By 1874, Henry 
Maudsley referred to three neuroses - epilepsy, insanity, 
and criminal neuroses (Gossop, 1981:12). Later in the 
19th century, "neurosis" became almost synonymous with 
psychogenic disorders. In 1884, Freud described the 
classic neurotic triad of conversion hysteria, obsessive- 
compulsive neurosis, and anxiety neurosis, later 
separating phobic disorders from anxiety neurosis.
Since that time, increasing medical and scientific 
precision has lead to the partitioning of the condition 
of neurosis into categories based on clinical features. 
This is evident in the most recent Diagnostic and 
Statistical Manual of Mental Disorders, DSM-III (American 
Psychiatric Association, 1980) which lists 21 categories 
of neurosis.
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Conceptual Difficulties
The difficulties of the present system of 
categorisation of neurosis have been highlighted by Tyrer 
(1985). Tyrer argues that the current system of 
classification, which regards the neurotic disorders as 
fundamentally distinct, is defective. Only a minority of 
disorders retain their diagnosis over time, it is 
particularly difficult to separate anxiety and depressive 
states, and there is frequent "crossing-over" from one 
state to another.
Tyrer regards it as more appropriate to view 
neurotic disorders as manifestations of one disorder - 
the "general neurotic syndrome". He describes this as a 
prolonged syndrome, in which symptoms vary in intensity 
at different times. The predominant combination of 
symptoms at a particular timepoint is influenced by 
gender, personality, and the nature of external stresses 
(see Figure 1). Thus it is possible for one person to 
exhibit different syndromes at cross-sectional 
assessments. While other symptoms may disappear, anxiety 
and minor depression are common to, and persist in, most 
neurotic disorders.
4
life event score
Figure 1. Example of the course of the general neurotic 
syndrome showing symptom change as a 
consequence of life events.
A similar view of neurosis as a single disorder, 
influenced by personal and environmental factors, was 
proposed by Slater and Slater (1944). Following 
observations of correlations between personality 
characteristics and clinical symptoms (Slater, 1943), 
Slater and Slater (1944) also noticed an overlap between 
past and present neurotic symptoms, family history, and 
personality characteristics. "On the other hand all the 
neurotic personality traits were noted as being at least 
sometimes present in all the diagnostic groups, and the 
same was true of all the classes of symptoms observed 
with the exception of obsessional compulsive symptoms and 
psychotic and organic symptoms" (Slater & Slater,
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1944:49). They concluded that clinically, the different 
neurotic groups faded off into one another, and did not 
form qualitatively different groups.
Definition of Psychological Illness 
in the Present Study
In view of these considerations, a broad definition 
of psychological illness was adopted. Because anxiety 
and depression are common to most neurotic syndromes, and 
are more prevalent in the community than specific 
neurotic disorders, neurosis was defined in terms of 
anxiety and depression in the present research.
Individual reports of symptoms of anxiety and depression 
are referred to as "symptoms" of psychological illness 
throughout this study.
Broad definitions of neurosis have been used by 
other researchers. Marks (1981:19) regarded the general 
dysphoric state of anxiety-depression to be a perennial 
feature of the human condition, and stated that seriously 
debilitating specific neurotic syndromes affected only a 
minority of the population. Henderson, Byrne, and 
Duncan-Jones (1981) maintained that anxiety and 
depression were characteristic of the types of 
non-psychotic neurotic disorder occurring in western 
populations.
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THE RELATIONSHIP BETWEEN LIFE EVENTS
AND PSYCHOLOGICAL ILLNESS
Perspectives on the Causes of Neurosis
The traditional, medical model approach to the study 
of "neurosis" explained the disorder by examining factors 
within the individual. However, it failed to account for 
external environmental factors which may influence the 
causes and course of psychological illness.
The Biological Perspective
While scientific interest in stress has emerged from 
several disciplines, important contributions to the 
understanding of stress have emerged from a biological 
perspective. A widely-accepted view of stress held by 
biologists today derives from the work of Selye (1956).
As a result of his work with laboratory animals, Selye 
derived a three-stage theory that described how stress 
affects the organism. The first stage is alarm, in which 
the organism mobilises itself to combat the physical 
demands of the stressor; the second stage is resistance, 
in which the organism appears to cope with the still 
present threat; the third stage is exhaustion 
(environmental conditions may not have changed, but the 
organism appears to give up, and this collapse often 
results in death). This stage is presumed to occur only
7
when the organism's ability to resist is overcome by 
persistent or repetitive threat. Selye (1976) 
subsequently revised his theory, expanding and updating 
it with new research findings. The more detailed theory 
of human stress had several implications: the damaging 
effects of stress are cumulative; they lead to serious 
disorders when they overwhelm the individual's ability to 
cope; and stress may be carried over, or added to, by the 
individual's reaction to previous threats.
External Influences
Interest in external factors as stressors began in 
the 1930's with the work of Adolf Meyer (cited in 
Dohrenwend & Dohrenwend, 1974). Meyer emphasised the 
importance of environmental influences in health and 
illness. Meyer developed a "life chart" which organised 
medical data as a dynamic biography, and provided a means 
of demonstrating the relationship of biological, 
psychological and sociological phenomena to the process 
of disease in man.
Subsequently, a very large amount of research 
emerged suggesting a causal relationship between external 
events and physical illness (see Dohrenwend & Dohrenwend 
(1974), Rabkin & Struening (1976), Elliott & Eisdorfer 
(1982) for reviews of this literature) and between 
external factors and psychological illness (see Holmes &
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Masuda (1974), Rahe (1974), Theoreil (1974), and Rahe & 
Arthur (1978) for reviews).
Most researchers interested in external influences 
on well-being have adopted the concept of life events. 
Life events are defined as objective experiences that 
disrupt or threaten to disrupt an individual's usual 
activities, causing a substantial readjustment in that 
individual's behaviour (Holmes & Rahe, 1967). Such life 
events include the changes that most individuals 
experience over a lifetime, together with more extreme 
and unusual events. These disruptions and readjustments 
may result in disturbing psychological and physiological 
reactions (Thoits, 1983).
In early cross-sectional studies on the influence of 
life events, the observed relationship between life 
events and illness was presumed to be evidence of the 
causal effect of life events. Typical of this research 
were studies which demonstrated that a cluster of life 
events which required adjustments to ongoing life were 
significantly associated with the time of illness onset 
(Hawkins, Davies, & Holmes, 1957; Rahe & Holmes, 1965) 
and a series of studies (summarised by Rahe, Meyer,
Smith, Kjaer, and Holmes, 1964) which established a 
similar relationship between social stress and illness 
onset.
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However, these early life event studies generally 
employed retrospective self-reports, and documented 
correlations between psychological illness and life 
events which, while significant, were relatively weak. In 
their review of the literature on life events and 
illness, Rabkin and Struening (1976:115) estimated from 
reported correlations that stressful life events "may 
account at best for nine percent of the variance in 
illness" (see also Dohrenwend & Dohrenwend, 1974; Elliott 
& Eisdorfer, 1982).
Why the Low Correlation?
In their attempts to enhance the predictiveness of 
life events, researchers have focussed on the methodology 
of life event studies. In particular, attention centred 
on the dimensions of life events that might be most 
predictive of psychological illness, and on the 
reliability and validity of life event reports.
Predictive Dimensions of Life Events 
Objective Weightings of Life Events
One research focus was to consider which aspects of 
life events were stressful. It has been argued that the 
magnitude of life change (regardless of its positive or 
negative quality) is the feature of life events that
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produces illness. Holmes and Rahe (1967) proposed that 
the greater the readjustment or life change caused by 
life events the more likely it was that individual 
resistance resources would be overwhelmed and result in 
illness onset. Their Social Readjustment Rating Scale 
(SRRS) was constructed from the mean ratings of 394 adult 
judges who rated 43 life events in terms of "their 
relative degrees of necessary readjustment" (Holmes & 
Rahe, 1967). High life change scores were reported to be 
associated with subsequent illness.
Participant Weightings
The use of participant subject weightings of the 
magnitude of life events was introduced in further 
attempts to develop more representative and 
uncontaminated life event weightings, and thus to provide 
a stronger association between life event scores and 
illness. Byrne (1984), in a prospective study of the 
effect of life events on symptoms, concluded that 
personal assessments of life events were the strongest 
predictors of symptoms. However, the problem of 
retrospective falsification remains if personal scalings 
of life events are obtained at the same time illness is 
assessed. Brown (1974a) attempted to avoid such 
contamination by introducing a more refined method of 
scaling. Judges were given the details and social 
contexts of life events, and were then asked to rate the
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contextual threat of events. While this was a more 
objective method of life event scaling, it was still open 
to contamination by depressed individuals who may have 
exaggerated the contexts of their reported life events.
The gains of research into the weighting of life 
event inventories would seem to be questionable. Grant, 
Sweetwood, Gerst & Yager (1978) examined four procedures 
for scaling life events in a group of 357 psychiatric 
outpatients and a comparison group of 250 normals. Four 
procedures for scaling life events were examined: a
simple count of life events; life change units computed 
from SRRS norms; life change units based on patient and 
non-patient SRRS norms; and life change units based on 
each individual's estimate of the magnitude of life 
change units. Of all the scaling methods , none was 
significantly better than the simple count of life 
events. Lorimor, Justice, McBee & Weinman (1979) have 
demonstrated that the correlation between the weighted 
sum of recent life events and a count of the same 
unweighted life events is so high (.90 or more) that both 
procedures produced almost identical results. Other 
studies ( Ross & Mirowsky, 1979; McFarlane, Norman, 
Streiner, Roy & Scott, 1980) have also indicated that 
event weighting adds very little, if anything, to the 
variance explained by the unweighted sum of life events.
12
Undesirability of Life Events
A further hypothesis, which sought to take the 
quality of life events into account, was that severe, 
undesirable life events were more likely to overwhelm 
resistance resources and result in psychological 
disorder. Paykel, Prusoff and Uhlenhuth (1971) argued 
that it was the undesirability or distressing nature of 
life events, rather than change itself, which was 
associated with illness onset. Their list of life events 
was derived from adult (373) ratings of 61 life events in 
terms of the distress and upset likely to result from the 
experience of such events. A significant increase in 
distressing life events was shown to precede the onset of 
depression (Paykel, Myers, Dienelt, Klerman, Lindenthal & 
Pepper, 1969) and of schizophrenia (Birley & Brown,
1970). Studies comparing change with undesirability have 
found undesirable life events to be more strongly 
correlated with symptoms than total change (Paykel,
1974b; Miller, Ingham & Davidson, 1976; Johnson &
Sarason, 1978; Tennant & Andrews, 1978; McFarlane,
Norman, Streiner, Roy & Scott, 1980). In a study of 124 
students, Johnson and Sarason (1978) found that negative 
life changes were significantly correlated with measures 
of depression (r(55) = .32, p < .005) and trait anxiety 
(r(63) = .31, p < .005) for individuals with external 
locus of control. McFarlane, Norman, Streiner, Roy, and 
Scott (1980) reported a strong overall correlation of .40
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between undesirable life events over which subjects had 
no control and distress in a study of 500 subjects 
randomly selected from a general practice. In contrast, 
when the subjects had no control but the event was 
desirable, the correlation was 0.09«
In addition, studies have shown that change scores 
based entirely on desirable life events are unrelated to 
the onset of clinical depression (Paykel, 1974b) or to 
increased psychological symptoms (Johnson & Sarason,
1978) . The undesirability of life events would appear to 
be a significant factor in the life event-illness 
relationship.
Time-clustering of Life Events
The timing of life events has also been examined 
closely. Many of the early studies correlated life event 
experiences over the previous 12 months (or longer) with 
current symptoms. Subsequent studies have reported 
clustering of life events in the time period immediately 
preceding symptom onset. For example, Paykel (1974a) 
found that over the 6 months preceding treatment, 
depressed patients reported about three times as many 
life events as their matched controls. In other studies, 
a number of closely spaced life events have been found to 
occur 3-4 weeks before the onset of schizophrenic 
symptoms (Brown & Birley, 1968), depressive symptoms
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(Brown & Harris, 1978), and suicide attempts (Paykel, 
1974a, 1979). Higher correlations between life events 
and disturbance were apparent when life events were 
clustered together over short rather than long time 
periods (Grant, Sweetwood, Yager & Gerst, 1981). These 
studies suggested that many life event studies may have 
underestimated the relationship between life events and 
symptoms: the low correlations between life events and 
symptoms reported in early studies may have been a 
consequence of the diminishment of symptoms over longer 
reporting intervals. Attention to the timing of life 
event reports in relation to symptom onset is crucial.
The results of studies focussing on the time­
clustering of life events (including empirical studies 
of extreme situations) typify a "victimisation" view of 
the life event-illness relationship: the occurrence of a 
number of stressful life events over a short period of 
time can cause negative health changes (for example, 
physical exhaustion, severe illness or injury, reduced 
social support, change of environment, and the occurrence 
of uncontrollable negative events) (Dohrenwend & 
Dohrenwend, 1981).
To summarise, research into the predictive 
dimensions of life events indicated that particular 
characteristics of life events are more likely to enhance 
the relationship between life events and psychological
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illness: that is, the undesirability of life events, and 
the clustering of life events over short time periods.
Reliability of Life Event Reports 
Accuracy of Recall of Life Events
In illness-life event research, data collection is 
generally retrospective, occuring on a limited number of 
occasions, with recall periods varying from 6 weeks to 10 
years. In general, there appears to be a decline in life 
event reports with increasing length of recall period 
(Jenkins, Hurst, & Rose, 1979).
Test-retest reliability.
One method of determining the accuracy of recall of
life events is test-retest reliability (seeking the same
information from the same informant on two occasions).
Mendels and Weinstein (1972) evaluated the reliability of
the original life event weightings of the Schedule of
Recent Experiences (Holmes & Rahe, 1967). They found
intragroup test-retest correlations of 50-60% over a one
year interval for each life event pair reported by groups
of medical students. In contrast, Horowitz, Schaffer,
Hiroto, Wilner & Levin (1977) found a test-retest
correlation of .82 for the number of life events reported
at both times of testing by psychiatric out-patients over16
a six-week period. However, further investigation re­
vealed that only 60% of life events initially reported by 
these respondents were recalled 6 weeks later - the 
retest reliabilities of some individuals were as low as 
720%. The sometimes poor reliability of life event 
measures will limit the strength of the illness-life
event relationship.
Inter-informer reliability.
Checking reports against a second external data 
source provides a second measure of the accuracy of life 
event reports. Generally there has been low agreement 
about the occurrence of a particular life event in a 
subject's life. In a retrospective study of 80 
hospitalized psychiatric patients and their informant 
relatives, Hudgens, Robins, and Delong (1970) found an 
overall intra-pair agreement of 57% for the occurrence of 
stressful events over a recent 12-month period. Rahe, 
Romo, Bennett and Siltanen (1974) reported Life Change 
Unit correlations ranging from 0.51 to 0.75 when total 
life change scores of 48 myocardial infarction survivors 
and their spouses were compared over the two years prior 
to infarction. The situation is not improved by 
focussing only on severe life events. Brown and Harris 
(1978) found agreement of 79% between subjects' and 
relatives' accounts in reporting the occurrence of severe 
events only. Thoits (1983) has stated that data 
collection by interview offers the scope to explore 
individual responses, and perhaps to induce more accurate
17
recall.
Differences between individuals in reporting the 
occurrence of life events which one might presume to be 
known to all respondents raises questions about the 
subjectivity of life events. The view that the stressor 
is not so much an external event but rather an 
individual's perception of that event identifies another 
stream of research in the stress literature.
THE CONTRIBUTION OF OTHER FACTORS
Theoretical Models of the
Life Event-Psychological Illness Relationship
A number of models have been put forward based on 
the notion that there are other important explanatory 
variables which mediate or moderate the impact of life 
events on the individual.
Dohrenwend and Dohrenwend (1981) have reviewed a 
number of theoretical frameworks which have been used to 
explain the way in which the life event-psychological 
illness relationship can be influenced by other factors.
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The Stress-Strain Hypothesis
This hypothesis states that psychophysiological 
strain affects the impact of life events (Langner & 
Michael, 1963). Such a proposition underlies notions 
that some individuals with particular constitutions or 
personalities, when faced with a life event involving 
loss, tend to exhibit a helpless/hopeless response, which 
in turn makes them susceptible to illness. Schmale 
(1972) regards this helpless/hopeless response as part of 
a "giving up-given up" complex which, when accompanied by 
external pathogens or physiological vulnerability to a 
disorder, results in illness. Garrity, Marx and Somes 
(1977) used the Langner 22-item symptom scale (Langner, 
1962) to measure psychophysiological strain, and found 
that the relationship between life events and illness was 
reduced when psychophysiological strain was partialled 
out. They concluded that psychophysiological strain 
mediated the life event-illness relationship.
The Vulnerability Hypothesis
The vulnerability hypothesis proposes that 
pre-existing personal dispositions and social support 
moderate the life event-illness relationship. From this 
perspective, some people are protected from the negative 
consequences of life events, while others are open to the 
experience of stress and their well-being is adversely
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affected. This notion underlies Brown and Harris' (1978) 
social model of the causes of depression, as well as 
Hamburg and Adams' (1967) conception of coping ability, 
and Cobb's (1976) conception of social support.
Related Hypotheses
While the vulnerability hypothesis has generated 
much research, variations of this hypothesis have also 
emerged. Andrews, Tennant, Hewson, and Vaillant (1978) 
proposed that personal dispositions and social situations 
neither mediate nor moderate the stress-illness 
relationship, but rather are additional sources of 
stress, adding to the impact of life events.
A more extreme version of this model has been 
advanced by Gersten, Langner, Eisenberg, and Simcha-Fagan 
(1977). They proposed that stable personal dispositions 
and social conditions, and not transient stressful life 
events, are the cause of adverse health reactions.
The Importance of Individual 
Perceptions and Responses
Two of the above mentioned approaches have been 
particularly influential. First, the differentiation
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between stress and strain has lead to a departure from 
the more biological model of Selye (1956, 1976) and to 
the development of a more phenomenological conception of 
stress, as in the work of Lazarus (1966).
For Lazarus, De Longis, Folkman and Gruen (1985), 
the characteristics of the stressor are of minimal 
importance; individual evaluation of the threat of 
stressors is paramount. Stress can only exist when the 
individual experiencing it defines it as such. (This 
conception of stress is apparent in studies by Speisman, 
Lazarus, Mordkoff, and Davison (1964) and Lazarus 
(1966)). According to Folkman (1984) an event may be 
perceived as a threat, as a loss, or as a challenge 
(Lazarus, 1966; Lazarus & Launier, 1978) . Lazarus (1966) 
viewed coping strategies as responses to a perceived 
stressor which could ameliorate the distress experienced 
by the individual. Coping could be either problem- 
oriented (overt reactions designed to directly modify the 
stressful situation) or palliative (acceptance of the 
stressful situation, with responses directed toward 
managing or reducing feelings of distress). Within this 
perspective, perceptions of environmental events and the 
responses individuals make to these events have been the 
major focus of research.
Second, the vulnerability hypothesis has lead to 
the search for personal or social characteristics that
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place some individuals at greater risk of ill health than 
others when faced with negative life events.
The Contribution of Personal and Social Resources 
Personality Traits or Types
Personality traits or types are enduring 
predispositions of the individual to respond to the 
environment in certain predictable ways. A number of 
traits have been linked with stress, such as hardiness 
(Kobasa, 1979), self-esteem (Pearlin, Lieberman, Menaghan 
& Mullan, 1981) and neuroticism (Henderson, Byrne and 
Duncan-Jones, 1981; Martin, 1985). Of main concern in 
this study is Eysenck and Eysenck’s (1964) well-known 
concept of neuroticism. Neuroticism is essentially 
vulnerability to anxiety and depression. Eysenck and 
Eysenck (1975) have described highly neurotic individuals 
as worriers, moody, and frequently depressed. Their main 
characteristics are a constant preoccupation with things 
that might go wrong, and a strong emotional reaction to 
these thoughts. These strong emotional reactions 
interfere with proper adjustment, and cause these 
individuals to react in irrational, sometimes rigid, 
ways. Neurotic individuals are more easily aroused 
emotionally, and are slower to recover their emotional 
stability. Because they are more easily aroused 
emotionally, and because they are slower to recover
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emotional stability, they will be at greater risk of 
anxiety and depression. In contrast, the stable 
individual is described as slow to respond emotionally, 
generally doing so "weakly", and quickly returning to 
normal. After emotional arousal, the stable individual 
is usually calm, even-tempered, controlled, and 
unworried.
Associated with the greater emotional arousability 
of those high on neuroticism is the expectation that they 
will have a low tolerance for life events, particularly 
those that are undesirable and occur in close temporal 
proximity. Indeed much of the research supports this 
proposition (Henderson, Byrne & Duncan-Jones, 1981).
Perceived Controllability
For some time researchers have thought that an 
important determinant of the effects of life events would 
be whether the events are regarded as being within or 
outside the control of the individual (Rotter, 1966; 
Dohrenwend & Dohrenwend, 1978).
Accordingly, it is reasonable to expect that locus 
of control orientation might be a significant moderator 
variable in the relationship between psychological 
illness and life events. Rotter (1966) proposed that 
individuals have a generalised expectancy, or locus of
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control, concerning the extent to which they personally 
control the rewards, punishments, and events that occur 
in their lives. Internals perceive events as being under 
their control, externals perceive their life events as 
being the result of fate, luck, chance or powerful 
others.
It has been argued that locus of control may 
function as a personal resource during stressful life 
periods (Johnson & Sarason, 1978). Johnson and Sarason 
(1978) reported an association between life events 
assessed by their Life Experience Survey and measures of 
anxiety and depression for college students classified as 
external on Rotter's (1966) Locus of Control Scale, but 
no association was found for students with an internal 
locus of control. Kobasa (1979) found that executives 
who exhibited a high stress-high illness association were 
rated as more external on Rotter's scale than those who 
were in a high stress-low illness group. Parkes (1984) 
reported that internals were more likely to use coping 
strategies that were effective than were externals.
Other studies based on a more situation-specific 
view of control, and using different measures of control 
reported similar findings. Langer and Rodin (1976) and 
Reid and Zeigler (1977) have found that a belief in 
control moderated the stresses encountered in living in 
senior citizens' residences. Pearlin, Lieberman,
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Menaghan, & Mullan (1981) found that a high sense of 
mastery was associated with fewer symptoms of stress than 
a low sense of mastery. Thoits (1987) also found that 
those at higher risk of disturbance perceived less 
control over their lives.
Brown and Harris (1978) reported four powerful 
moderators of the effects of life events: the absence of 
a confidant, having three young children at home, not 
working outside the home, and having lost one's mother 
during one's formative years. They subsumed these 
factors under the probable outcome of "hopelessness". It 
was suggested that hopelessness was likely to be the 
precursor of emotional difficulties; that hopelessness 
was most likely to develop if a person does not have a 
sense of "mastery". Lack of mastery is evident when 
"loss and disappointment is mediated by a sense of one's 
ability to control the world and thus to repair damage" 
(p.235).
All of these measures share a common thread - the 
extent to which individuals believe themselves capable of 
exerting personal control over environmental events.
Those unable to believe in their capacity to control the 
situation are at greater risk of experiencing ill health.
However, other research indicates that the 
relationship between locus of control and life events is
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more complex. Phares (1976:123) argued that 
theoretically, individuals possessing an extremely 
internal locus of control may also be vulnerable to the 
effects of life events. In such circumstances, extremely 
internal individuals may feel so personally responsible 
for the occurrence of a stressful life event that they 
may experience anxiety and depressive reactions. 
Furthermore, Antonovsky (1979) suggested that extreme 
internals, regarding themselves to be almost in total 
control of their lives, were unable to effectively cope 
with life events.
The life event vulnerability of individuals 
possessing an extreme internal locus of control was 
examined by Krause and Stryker (1984). Groups of 
individuals with extreme internal locus of control 
beliefs (in addition to groups of individuals with 
extreme external locus of control beliefs) were found to 
be more susceptible to the effects of stress than 
moderate externals. Moderate internals were able to cope 
most effectively with stress.
Coping Strategies
Some individuals experience higher numbers of life 
events and few symptoms, while others with few life 
events report many symptoms. Whether or not an 
individual exhibits psychological symptoms following a
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stressful life event may depend on what she/he does about 
it. Coping refers to cognitive and behavioural efforts 
to master, reduce, or tolerate demands created by life 
events (Folkman & Lazarus, 1980). Central to this 
definition is the fact that coping strategies are defined 
independently of outcome. That is, coping strategies 
refer to efforts to manage life events, regardless of the 
success of those efforts.
Coping strategies have been conceptualised as 
either problem-focussed or emotion-focussed. 
Problem-oriented coping strategies are responses designed 
to manage a life event and get the problem under control. 
In contrast, emotion-focussed responses typically avoid 
the difficulty itself, concentrating on the accompanying 
feelings of distress.
Initially, effective strategies appeared to be 
problem-focussed (Folkman & Lazarus, 1980; Colletta & 
Gregg, 1981; Billings & Moos, 1981, 1984; Felton, 
Revenson, & Hinrichsen, 1984; Terry, 1989), while 
emotion-focussed strategies appeared to be less effective 
(Pearlin & Schooler, 1978; Kobasa, 1982; Menaghan, 1982; 
Holahan & Moos, 1985). More recently, the coping 
strategies individuals use, and use effectively, have 
been shown to depend largely on the situation (Pearlin & 
Schooler, 1978; Folkman & Lazarus, 1980; Wheaton, 1983; 
McCrae, 1984). There does appear to be some consistency
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in the negative consequences of avoidance, however. In 
the long term, avoidance is maladaptive (Terry,1989).
Social Support
Social support is another factor which may buffer 
or amplify the effects of life events. Studies of social 
support have been divided on whether support should be 
conceptualised as a perception of hypothetical resource 
availability, or as the actual transfer of advice, aid, 
and affect through interpersonal networks (Wethington & 
Kessler, 1986). Perceived availability of social 
support, rather than received support or social network 
variables, has emerged more consistently as a factor 
influencing the life event-psychological distress 
relationship (Cohen & Wills, 1985; Kessler & McLeod,
1985; Wethington & Kessler, 1986).
According to Lazarus and Folkman (1984), social 
support may buffer supported individuals from stressful 
life events by influencing their appraisal of the events 
and their knowledge of coping strategies. Knowing that a 
supportive network exists, fewer situations are regarded 
by the supported individual as a strain on resources, and 
thus, less anxiety and/or depression is experienced.
When these individuals do experience life events, friends 
and relatives can provide emotional support, allowing the 
individual to talk, plan, and adjust to changes
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precipitated by the crisis. The greater availability of 
social support makes it less likely that ineffective 
coping responses and negative psychological outcomes 
would occur.
Cohen and McKay (1984) found that perceptions of 
access to support altered situational appraisals and 
guarded against distress. Alternatively, the effect of 
social support may be deceptive: intrapsychic 
characteristics (for example, neuroticism), may lead to 
negative evaluations of the availability of support 
(Henderson, Byrne, & Duncan-Jones, 1981).
As data has accumulated demonstrating the way in 
which personality factors, locus of control, coping 
strategies and social support modify the life event- 
symptom relationship, some fundamental criticisms have 
been made of the basic stress paradigm. These criticisms 
focus on the confounding of measures, assumptions about 
temporal order, and the timing of measures in research 
practice.
Criticisms of the Basic Stress Paradigm
Confounding of Measures:
The Lazarus-Dohrenwend Debate
The extent to which life events are objective has
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given rise to two major schools of thought in stress 
research. Lazarus, DeLongis, Folkman and Gruen (1985) 
have argued that the appraisal of life events is an 
integral part of the stress process and should be 
measured as part of the independent variables.
In contrast, Dohrenwend, Dohrenwend, Dodson and 
Shrout (1984) have argued that the independent variable 
in stress research should focus on environmental aspects, 
and should be clearly distinguished from the individual's 
perceptions and appraisals of these environmental events. 
This argument is based on concern that associations 
between life events and symptoms can be artifactual if a 
common evaluative element of distress is shared by both 
independent and dependent variables (Dohrenwend, 
Dohrenwend, Dodson, & Shrout, 1984). Such concerns can 
be extended to moderating variables such as coping, 
perceptions of control and social support. The 
seriousness of possible confounding is greatly 
exacerbated by the timing of these measures. Where 
symptoms are measured at the same time as perceptions of 
stressors and coping strategies, mood state is likely to 
systematically affect the range of responses made by the 
individual.
While Lazarus, DeLongis, Folkman and Gruen's (1985) 
argument, in theory, is attractive, it is not always 
possible to independently measure appraisal of life
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events. A common methodological problem in life event 
research is that individuals with psychological illness 
may exaggerate their perceptions of life events. Such 
individuals are likely to look for causes of their 
illness in the past, and overemphasise their life events 
or report more life events, in an attempt to explain 
their illness to themselves and to others. Bartlett 
(1950) described this pattern of over-reporting as 
"effort after meaning". Brown (1974b: 223) adopted the 
term in a more specific sense, referring to exaggerated 
perceptions of life events as "retrospective 
contamination". Cross-sectional studies are particularly 
prone to such distorted recall because they involve data 
collection at only one time point. Inaccuracy of recall 
can be minimised in longitudinal studies over short time 
periods, which involve symptom and life event reports 
over two or more points in time. This is consistent with 
Dohrenwend, Dohrenwend, Dodson, & Shrout's (1984) 
position that research should clearly distinguish between 
environmental events and individual appraisal of these 
events.
A further source of confounding emerging from 
Dohrenwend, Dohrenwend, Dodson and Shrout's (1984) 
argument, is the need to distinguish between life events 
which may be the result of the unnoticed onset of 
psychological illness, and life events which may have 
precipitated the illness. Addressing this issue,
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researchers have excluded from their analyses events 
which may be directly related to individual illness.
Brown and Birley (1968) examined this issue in a study of 
crises and life changes, and the onset of schizophrenia. 
They included in their analyses life events which were 
classified as logically "independent" of the disorder 
(events imposed on the subject and beyond her/his 
control), and events which were "possibly independent" of 
the disorder (events which could not be classed as 
"independent" of the disorder, but which were not related 
to any unusual behaviour of the subject). Life events 
which were "dependent" on the onset illness or which were 
related to unusual behaviour, were excluded from 
consideration. Both "independent" and "possibly 
independent" life events were equally implicated in the 
onset of schizophrenia. Other studies have also excluded 
"dependent" events from the analysis (for example, 
studies of neurotic impairment: Myers, Lindenthal, Pepper 
& Ostrander, 1972, and of schizophrenia and depression: 
Brown, 1972; 1974a; 1974b), and have confirmed that 
logically "independent" and "possibly independent" life 
events were separately related to the onset of illness.
Arguing such dichotomous classifications of life 
events were simplistic, Tennant and Andrews (1978) 
proposed that events are not simply dependent on, or 
independent of, individual control, but occur as the 
result of the interaction of a number of factors such as
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chance, the individual's own behaviour, and the behaviour 
of significant others. Their study scaled life events 
according to the extent to which each event might be 
caused by the action of chance, the behaviour of the 
individual, and the behaviour of significant. However, 
the results revealed no differences between the causes of 
adverse life events experienced by neurotics and the 
patterns of life events experienced by a matched group of 
normal controls. While it would appear that life events 
were not merely contingent on the individual's own 
behaviour, the distinction between "independent" and 
"dependent" events is hard to implement with any great 
degree of certainty. In addition, individual 
differences, individual involvement in life events, and 
constitutional and personality factors may conceal the 
actual causes of life events, particularly when they are 
applied to types of events, rather than to single events.
Assumptions About Temporal Order
Assumptions about the temporal order of the life 
event-psychological illness relationship have also been 
brought into question. It is possible that life events, 
in themselves, may not be entirely independent of 
individual actions. Individuals may precipitate life 
events by provoking unpleasant daily experiences, and 
thus actively precipitate or terminate life events 
(for example, interpersonal situations such as marital
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separation, or arguments with partner). This explanation 
of the way in which illness affects life events has been 
proposed by Fontana, Marcus, Noel and Rakusin (1972). 
Accordingly, these authors compared the frequency and 
pattern of life events of 99 psychiatric patients to a 
matched sample of nonhospitalised controls during the 
preceding year. Patients exhibited a greater number of 
life events over the 12 months compared to controls. The 
majority of life events reported by patients were 
controllable, occurring as a result of their own actions, 
rather than as a result of circumstances beyond their 
control. The results of other studies differ. Paykel, 
Prusoff and Myers (1975) also examined the degree of 
control or choice a respondent might exert over the 
initiation of a life event. With life events classified 
as "controlled" or "uncontrolled", the life event reports 
of suicide attempters were compared with those of matched 
control groups of depressed individuals and individuals 
from the general population. In contrast to Fontana, 
Marcus, Noel and Rakusin (1972), these authors reported 
that "uncontrolled" life events were more common in 
depressed individuals and attempted suiciders. In a 
review of studies of life event controllability and 
psychological disturbance, Thoits (1983) concluded that 
inconsistent results in studies of life event 
controllability may be related to the nature of the 
psychiatric condition of the respondent group: 
uncontrollable life events are consistently more strongly
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associated with depressive outcomes (for example, 
clinical depression, suicide attempts) than are 
controllable events. Thus, it is important to be aware 
that some individuals may be prone to the experience of 
life events.
The Timing of Life Event Reports 
in Relation to Symptom Reports
A final criticism of studies which assume a life 
event-symptom relationship lies in the timing of 
measures.
In order to determine whether life events lead to 
symptoms, it is important to establish that life events 
occur before the onset of symptoms. Because it is 
difficult to precisely date illness onset, it is possible 
that some reported life events may actually be direct 
symptoms of psychological illness (for example, sexual 
difficulties, major change in eating habits). This 
problem has been recognised by many writers. Hudgens 
(1974) stated that life events that are possible outcomes 
of the illness under study should be excluded from 
consideration as possible causes of the illness. He 
observed that 29 of 43 life events on Holmes' Social 
Readjustment Rating Scale (SRRS: Holmes & Rahe, 1967), 
were events that were often the symptoms or consequences 
of illness, and thus were potential sources of
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contamination. More careful researchers (for example, 
Brown and Harris, 1978) have relied on precise 
retrospective dating of symptom onset and life events, 
or, better still, on prospective longitudinal studies 
(McFarlane, Norman, Streiner, & Roy, 1983).
Reduction in the unreliability in individual life 
event reports requires the adoption of prospective 
studies which control for the effects of previous or 
existing psychological illness.
The time period over which life events are reported 
in relation to symptoms is also crucial. Many of the 
early studies correlated life events experienced over the 
previous 12 months (or longer) with current symptoms.
Some researchers have reported symptom onset 3-4 weeks 
after a cluster of life events (Brown & Birley, 1968; 
Brown & Harris, 1978; Paykel, 1974a, 1979). Grant, 
Sweetwood, Yager, and Gerst (1981) reported higher 
correlations between life events and symptoms when life 
events were aggregated over short, rather than long, time 
periods. The results of these studies indicate that life 
event measurement over shorter, rather than longer, time 
periods may be more predictive of symptoms.
In addition to enhancing reporting accuracy, 
closely spaced assessments of life events and symptoms 
may also increase the likelihood of detecting
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intermediate relationships. It is possible that 
relationships between life events and symptoms may be 
detected or fail to be detected depending on the timing 
of data collection. Multiple data collection over short 
time intervals may enable the detection of more subtle 
relationships between life events and symptoms.
RATIONALE OF THE PRESENT STUDY
At the outset of this review, it was assumed that 
life events lead to psychological illness. The basis of 
this assumption was a low correlation between life events 
and illness documented in many early studies. Attempts 
by researchers to examine this relationship more closely 
were reviewed. One focus was to determine which aspects 
of life events were stressful. Another was to account 
for the substantial differences among individuals in 
responses to the same, or similar, events. This resulted 
in research focussing on the influences of personal and 
social resources as moderating variables or as additional 
sources of stress.
Fundamental criticisms of the basic stress paradigm 
were also raised. Confounding of measures, assumptions 
about temporal order, and the timing of measures brought 
into question the presumed direction of the life event- 
illness relationship. They contribute to the argument 
that symptoms may precede or precipitate life events,
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thereby giving rise to the possibility that the 
relationship between life events and symptoms is more 
complex than initially assumed.
Clarification of these issues requires that the 
distorting effects of memory, behaviour, and 
psychological symptoms be minimised. To control for 
confounding of measures, the present study is 
prospective; to control for the effects of individual 
behaviour, this study measures pre-existing symptoms, and 
personal and social resources; and to control for the 
timing of measures, the study employs multiple data 
collection over short time intervals.
This study aims to examine the relationship between 
life events and psychological illness using multiple data 
collection over short time periods. In particular, it 
examines the causal ordering of the relationship between 
life events and psychological illness. Three questions 
are addressed;
1. Do life events predict later psychological illness 
when previous psychological illness is taken into 
account?
2. Does psychological illness predict subsequent life 
events when previous life events are controlled for?
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3. Are personal and social resources in themselves
important predictors of susceptibility to life events 
or psychological illness?
39
Chapter 2
METHOD
SUBJECTS
Data were collected from a random sample from the 
general population, thus avoiding the sampling problems 
due to the illness behaviour of clinical populations.
Two suburbs in Canberra were selected for the study.
Both suburbs contained settled families in detached 
houses and flats that were typical of Canberra's suburbs. 
A one in eight sample of households was randomly 
selected, and one person in each household was asked to 
participate in the study. Ninety-four percent of those 
approached participated. Subjects were interviewed in 
their homes initially, and then by telephone four times, 
at two-week intervals.
MEASURES
At the initial interview, measures of personal and 
social resources, life events, and psychological 
symptoms were completed. The initial interview was 
restricted to approximately one hour to increase the 
likelihood of subsequent participation in the four 
telephone interviews. During the four telephone 
interviews, data were obtained on life events and
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psychological symptoms. Items contained in the study 
measures appear in Appendix 1.
Personal and Social Resources 
Neuroticism
Conceptually, individual levels of neurotic symptoms 
at any point in time were regarded as having two 
components: the relatively stable level of neurotic
symptoms within each individual (neuroticism); and the 
changing component of symptom levels, which varies over 
time with each individual. The level of neurotic 
symptoms at any point in time comprises both. In this 
study the individual’s relatively stable level of 
neurotic symptoms was measured by the Neuroticism scale 
of the Eysenck Personality Questionnaire (EPQ) and the 
Scale of Emotional Arousability (SEA). (Measures of the 
variations in levels of psychological symptom over time 
are described under the heading Psychological Symptoms).
Eysenck Personality Questionnaire-Neuroticism
The EPQ consists of four scales: the N-scale for 
neuroticism? the E-scale for extraversion; the P-scale 
for psychoticism; and the L-scale or lie scale 
(Eysenck & Eysenck, 1975). Because of the number of 
variables addressed in this study, a shortened form of
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the Neuroticism scale of the EPQ was adopted. This 
abbreviated 10-item measure was developed in the Social 
Psychiatry Research Unit, at the Australian National 
University (Duncan-Jones, personal communication, 1987), 
and was demonstrated by Grayson (1986) to discriminate 
highly among subjects at specific regions on each of the 
latent traits. In a normal group of males and females, 
Eysenck and Eysenck (1975) reported alpha coefficients 
of .84 and .85 respectively for neuroticism. In the 
present study respondents answered each question with 
"yes" (1) or "no" (0). High scores indicated 
neuroticism.
Scale of Emotional Arousability
Because of the importance of this variable to the 
study, a second measure of neuroticism was used. The 
Scale of Emotional Arousability (SEA) is a new, 
economical measure of neuroticism which avoids response 
bias, and correlates well with Eysenck and Eysenck's 
(1964) neuroticism measure. It was developed and tested 
by Braithwaite (1987), who reported alpha coefficients 
of .78 (for students: n = 195), and .83 (for carers of 
the elderly: n = 138). Respondents replied to 15 
questions, which had been balanced for positive and 
negative content, with "very unlike me" (0), "not much 
like me" (1), "not sure" (2), "somewhat like me" (3), or 
"very like me" (4). High scores indicated neuroticism.
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Locus of Control
Locus of Control was measured with a modified 
version of the Locus of Control of Behaviour Scale (LCB) 
(Craig, Franklin & Andrews, 1984). This scale was chosen 
in preference to Rotter's (1966) Internal-External 
Control Scale (which measures generalised expectancies 
for internal vs external control of reinforcement), 
because it focuses on the extent to which subjects 
perceive control over their personal problem behaviour. 
Craig, Franklin and Andrews (1984) reported a one week 
test-retest reliability score of .90 with 25 non-clinic 
adults. Over six months, the correlation for 25 
untreated adult stutterers was .73. The LCB also 
correlated substantially with Rotter's Internal-External 
general expectancy scale when male and female university 
students were tested (r = .67 and .66 respectively), and 
differentiated significantly between clinical and normal 
groups (t = 5.3, df = 311, p < .001). Responses for the 
6-point Likert Scale were "strongly disagree" (0), 
"generally disagree" (1), "somewhat disagree" (2), 
"somewhat agree" (3), "generally agree" (4), and 
"strongly agree" (5). The 14-item instrument was scored 
such that high scores indicated externality.
43
Coping Strategies
A Coping Strategies Scale was constructed, based on 
the eleven coping reactions to life events described by 
Miller, Surtees, Kreitman, Ingham and Sashidharan (1985). 
The questions were balanced for positive and negative 
content. Respondents were asked to consider the events 
and difficulties contained in the previously-administered 
List of Recent Experiences, and to rate how they would 
usually react if they had problems of that kind. Each of 
the 11 coping strategies was rated on a 3-point Likert 
scale. Possible responses comprised "Never" (0), 
"Sometimes" (1), and "Usually" (2). High scores 
indicated maladaptive coping.
Perceptions of Social Support
Perceptions of Social support were measured by the 
Index of Perceived Social Support (IPSS) (Henderson, 
Duncan-Jones, McAuley & Ritchie, 1978). This is a 15 
item self-completion instrument designed to elicit an 
individual's perception of, and degree of satisfaction 
with, her/his social interaction. Alpha coefficients 
of .87 (patient sample) and .83 (control sample) have 
been reported (Henderson, Duncan-Jones, McAuley &
Ritchie, 1978). The statements were balanced for 
positive and negative content. Possible responses were 
"strongly agree"(1), "agree" (2), "undecided" (3),
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"disagree" (4), and "strongly disagree" (5). High scores 
indicated high perceptions of, and satisfaction with, 
social interaction.
Life Events
Life Events were measured with an abbreviated 
version of the List of Recent Experiences (LRE)
(Henderson, Byrne & Duncan-Jones, 1981). The LRE was 
derived from a 67-item Life Events Inventory developed 
for use with an Australian urban population (Tennant & 
Andrews, 1976). The number of items in the LRE of the 
present study was reduced from 71 to 33, by including 
items with distress weights of 20 or more reported in the 
study of Henderson, Byrne and Duncan-Jones (1981). (It 
was considered that respondents would be more willing to 
participate in the four subsequent telephone interviews 
if each was of less than 10 minutes duration). Steele, 
Henderson & Duncan-Jones (1980) administered the original 
LRE on two occasions (with differing item placement) to 
patients at general health clinics at 7-14 day intervals. 
They reported a test-retest reliability of .94 (p < .001) 
for the mean number of life events reported at the two 
interviews, and a correlation of .89 (p < .001) between 
cumulative distress rates. The scale used in the present 
study assigned a unitary distress impact score to each 
recent experience reported.
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Psychological Symptoms
Symptom Checklist-90
The Symptom Checklist-90 (SCL-90) (Derogatis,Lipman
& Covi, 1973) was used to assess the changing component 
of neurotic symptom levels. The SCL-90 is a self-report 
outpatient psychiatric rating scale which measures nine 
symptom constructs, each comprising 10 items. These 
symptom constructs have been established and validated in 
a series of clinical investigations. In the present 
study, the anxiety and depression dimensions alone were 
used. The original 5-point Likert scale was reduced to a 
3-point scale to make it easier for respondents to use 
these categories over the telephone, and thus to 
facilitate accurate responses. In this study, possible 
responses to the 23 questions became "not at all" (0), "a 
little" (1), or "quite a lot" (2). High scores indicated 
greater levels of anxiety and depression.
Delusions-Svmptoms-States Inventory/ 
scales of Anxiety and Depression
The Delusions-Symptoms-States Inventory/scales of 
Anxiety and Depression (DSSI/sAD) (Bedford, Foulds & 
Sheffield, 1976) is a brief measure of personal 
disturbance derived from the DSSI (Foulds & Bedford,
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1975, 1976). It consists of seven state anxiety items, 
and seven depression items. Using this scale to measure 
patients' depression scores, Foulds and Bedford (1976) 
reported correlations of .39 (p < 0.01) with 
psychiatrists' ratings. Replies varied from 
"not at all" (0), "a little" (1), "a lot" (2), 
to "almost unbearably" (3). High scores indicated 
greater levels of anxiety and depression.
Response Bias 
Crowne-Marlowe Inventory
To control for the possibility of acquiescence set, 
or socially desirable responses by individuals, response 
bias was measured with an abbreviated version of the 
Crowne-Marlowe Inventory (CMI) (Crowne & Marlowe, 1960). 
The present study used a 22-item scale, reduced from 33 
items by item analysis (Henderson, Byrne, & Duncan-Jones, 
1981). Respondents answered each question with "true"
(1) or "false" (0). High scores indicated a socially 
desirable bias in responses.
Social and Demographic Characteristics
The selection of socio-demographic variables was 
aimed principally at those variables which might be 
associated with increased morbidity. They included year
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of birth, sex, marital status, country of birth, 
education level, and employment status.
PROCEDURE
The Initial Interview
Each person who answered the door was shown proof 
of the Interviewer's identity, and a letter from the 
Director of the Unit under whose auspices the study was 
conducted. They were assured of confidentiality, and of 
obtaining the results of the study if they were 
interested. It was emphasised that participation was 
voluntary. At this time, either the person at the door 
or another household member usually agreed to participate 
in the study, and the first interview was conducted. 
Twenty-six women and twenty-four men participated in the 
study.
The design of the field study fell into two parts. 
During the initial interview, all measures were 
administered to all respondents. The order of 
administration was:
* Eysenck Personality Questionnaire-Neuroticism
(EPQN)
* Demographic Data
* Locus of Control of Behaviour (LCB)
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Delusions-Symptoms-States Inventory/
scales of Anxiety and Depression (DSSI/sAD)
* Crowne-Marlowe Inventory (CMI)
Scale of Emotional Arousability (SEA)
* Index of Perceived Social Support (IPSS)
List of Recent Experiences (LRE)
Coping Strategies (CS)
Symptom Checklist-90 (SCL-90)
Each telephone interview comprised the List of Recent 
Experiences (LRE) and the Symptom Checklist-90 (SCL-90).
To vary presentation and maintain interest, the 
asterisked questionnaires were administered verbally.
The Telephone Interviews
The telephone interviews comprised the second part 
of the study. All 50 participants were interviewed by 
telephone four times at two week intervals. At the 
initial interview it was made clear to each participant 
that, if agreeable, she/he would be rung for less than 10 
minutes at two-week intervals on four occasions. The 
telephone calls were arranged at times and locations 
convenient to the respondent.
At each telephone interview, the participant was 
asked about life events and anxiety and depression
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experienced during the past two weeks, by way of the List 
of Recent Experiences (LRE) and the Symptom Checklist-90 
(SCL-90) described earlier. One hundred percent of those 
initially interviewed co-operated in the four follow-up 
interviews.
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Chapter 3
INTERRELATIONSHIPS AMONG PSYCHOLOGICAL SYMPTOMS,
LIFE EVENTS, AND PERSONAL AND SOCIAL RESOURCES
In this chapter, the psychometric properties and 
interrelationships of the 10 scales used in this study 
will be examined. In addition, relationships across time 
will be given preliminary attention. To simplify 
analyses across time, the data collected at the telephone 
interviews will be averaged. Thus comparisons will be 
made between data collected at the initial interview 
(Time 1) and data collected by telephone (Time 2). Means 
and intercorrelations for symptoms and life events 
reported at each telephone interview appear in 
Tables 2 and 3.
PSYCHOLOGICAL SYMPTOMS AT TIMES 1 and 2
Symptoms were measured by the Symptom Check List-90 
(SCL) and the Delusions-Symptoms-States Inventory / 
scales of Anxiety and Depression (DSSI/sAD). Pearson 
correlation coefficients among these measures are shown 
in Table 1. The anxiety subscales of these measures 
correlated highly with each other (.74, p < .005), as did 
the depression subscales (.82, p < .005). The 
correlation between the total measures of the SCL and the 
DSSI (when the anxiety and depression subscales of each
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were combined) was also substantial (.84).
The high correlations between the depression and 
anxiety subscales (Table 1), suggested that anxiety and 
depression could be legitimately combined to form a 
measure of neurosis. As expected, both the combined SCL 
and the combined DSSI had a high degree of internal 
consistency: the alpha coefficients (Cronbach, 1951)
were .80 and .81 respectively. In subsequent analyses, 
because of the high degree of overlap in the instruments, 
the SCL alone will be used as the measure of symptoms of 
psychiatric illness.
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Table 1
Intercorrelations Among Symptoms Measures at Time 1
Symptom
Measures 1 2 3 4 5 6
1 SCL(anxiety) (.V 8)
2 SCL(depression) ,69***(.86)
3 DSSI(anxiety) .74*** .61***(.74)
4 DSSI(depression).58*** .82*** .58***(.68)
5 SCL .86*** .96*** .71*** .80***(.80)
6 DSSI .75*** .80*** .90*** .86*** .84***(.81)
Note. SCL, Symptom Checklist-90; DSSI, Delusions- 
Symptoms-States Inventory.
Estimates of internal consistency (alpha reliability 
coefficients) appear in brackets on diagonal.N = 50.
*p < .05. **p < .01. ***p < .005, one-tailed test.
The means and standard deviations for the SCL at 
Times 1 and 2 appear in Table 2. Over increasingly 
longer time intervals, a decrease in the mean number of 
symptoms reported is apparent.
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Table 2
Means and Standard Deviations of Symptoms at 
Times 1 and 2
Symptoms
Time 1 Time 2
Tel 1 Tel 2 Tel 3 Tel 4
Mean 6.28 5.20 5.18 4.90 3.74
Standard Deviation 6.28 6.30 6.98 6.27 5.26
Possible Range in
Scores 0-46 0-46 0-46 0-46 0-46
Actual Range in
Scores 0-26 0-25 0-28 0-25 0-22
N = 50.
LIFE EVENTS AT TIMES 1 AND 2
At the initial interview, respondents indicated 
which of 33 life events they had experienced in the last 
3 months. This abbreviated scale assigned a unitary 
distress impact score to each recent experience. The 
correlation between recent event scores based on the 
weighted sum of recent life events, and scores based on
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the unweighted sum, has been shown to yield essentially 
the same results (Lorimor, Justice, McBee & Weinman, 
1979) . Therefore, the most parsimonious scoring system 
was adopted, and each life event was given a score of 
one. Scores ranged from 0 to 11.
The same abridged life events instrument was 
administered at the 4 subsequent telephone interviews. 
The means and standard deviations for the initial 
interview (Time 1) and subsequent telephone interviews 
(Time 2) appear in Table 3.
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Table 3
Means and Standard Deviations of Life Events 
at Times 1 and 2
Life Events
Time 1 Time 2
Tel 1 Tel 2 Tel 3 Tel 4
Mean 2.76 1.54 1.32 1.38 1.04
Standard Deviation 2.52 1.52 1.44 1.29 1.22
Possible Range in 
Scores 0-33 0-33 0-33 0-33 0-33
Actual Range in 
Scores 0-11 0- 8 0- 5 0- 4 0- 5
Note. N = 50.
PERSONAL AND SOCIAL RESOURCE VARIABLES
Table 4 reveals that the two measures of 
neuroticism, the Eysenck Personality Questionnaire (EPQN) 
and the Scale of Emotional Arousability (SEA) were 
substantially correlated (r = .50, p < .05). Both had 
adequate internal consistency, the alpha reliability 
coefficients being .71 and .70 respectively.
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Of the remaining resource variables, Locus of 
Control had a relatively strong alpha reliability 
coefficient of .70, Perceptions of Social Support had a 
strong coefficient of .82, but Coping Strategies did not 
scale as expected. Item analysis revealed that the items 
did not form a cohesive cluster. A final coping scale 
emerged from analyses of the interrelationships among the 
items. It comprised a subset of items which indicated 
maladaptive coping (numbers 4,5,6,7,8,9,11).The alpha 
reliability coefficient was .59.
The resource variables were intercorrelated. 
Perceptions of low social support accompanied a high 
predisposition to anxiety and depression, maladaptive 
coping strategies, and an external locus of control. 
Maladaptive coping strategies correlated with external 
locus of control and also with one measure of the 
predisposition to anxiety and depression (EPQN).
The means and standard deviations for the personal 
and social resource variables appear in Table 5.
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Table 4
Intercorrelations Among Personal and Social Resource 
Variables at Time 1
1 2 3 4 5
1 EPQN (.71)
2 SEA .50*** (.70)
3 LC . 1 2 . 14 (.70)
4 CS .40*** . 17 .37** (.59)
5 PSS -.4 3 *** -.32* -.37** -.38**
Note. EPQN, Eysenck Personality Questionnaire 
-Neuroticism; SEA, Scale of Emotional Arousability; LC, 
Locus of Control; CS, Coping Strategies; PSS, 
Perceptions of Social Support.
Estimates of internal consistency (alpha reliability 
coefficients) appear in brackets on diagonal.
N= 50.
*p < .05. **p < .01. ***p < .005.
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Table 5
Means and Standard Deviations of Personal and Social 
Resource Variables
Personal and Social Resources
EPQN SEA LC CS PSS
Mean 2.76 23.64 33.46 5.74 60.22
Standard Deviation 2.27 8.21 7.46 2.21 7.96
Possible
Scores
Range in
0-10 0-60 0-70 0-14 15-75
Actual Range in 
Scores 0-10 8-47 20-48 1-10 39-74
Note. EPQN, Eysenck Personality Questionnaire 
-Neuroticism; SEA, Scale of Emotional Arousability; LC, 
Locus of Control; CS, Coping Strategies; PSS, 
Perceptions of Social Support.
N = 50.
SYMPTOMS AND LIFE EVENTS AT THE INITIAL INTERVIEW 
AND AT THE FOUR TELEPHONE INTERVIEWS
The intercorrelations among initial symptoms and 
the four telephone sets of symptom reports are presented 
in Table 6. The correlations suggested that the higher 
the time lag, the lower the correlation.
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Table 6
Intercorrelations Among Symptom at Time 1 and Symptoms at 
each of the four Telephone Interviews
1 2 3 4 5
1 SCL-T1 1.00
2 SCL-Tell .82*** 1.00
3 SCL-Tel2 .78*** .91*** 1.00
4 SCL-Tel3 .68*** .82*** .85*** 1.00
5 SCL-Tel4 .66*** .80*** .85*** .88***
Note. SCL-T1, Symptoms Time 1; SCL-Tell, symptoms 
Telephone interview 1; SCL-Tel2, symptoms Telephone 
interview 2; SCL-Tel3, symptoms Telephone interview 3; 
SCL-Tel4/ symptoms Telephone interview 4.N = 50.
*p < .05. **p < .01. ***p < .005.
The intercorrelations among initial life events and 
the four sets of life event reported at the four 
telephone interviews were also examined (Table 7).
60
Table 7
Intercorrelations Among Life Events at Time 1 and Life 
Events at each of the four Telephone Interviews
1 2 3 4 5
1 LE-T1 1.00
2 LE-Tell .58*** 1.00
3 LE-Tel2 .56*** .64*** 1.00
4 LE-Tel3 .36** .44*** .62*** 1.00
5 LE-Tel4 .37** .39*** .61*** .59***
Note. LE-T1, Life Events Time 1; LE-Tell, life events 
Telephone interview 1; LE-Tel2, life events Telephone 
interview 2; LE-Tel3, life events Telephone interview 3; 
LE-Tel4, life events Telephone interview 4.N = 50.
*p < .05. **p < .01. ***p < .005.
To simplify analyses across time, life event data 
and symptom data collected at the telephone interviews 
were averaged. Thus initial interview data was compared 
with two sets of telephone data. Means and standard 
deviations for symptoms and life events at Times 1 and 2 
appear in Table 8.
61
Table 8
Means and Standard Deviations of Symptoms at Times 1 
and 2, and Life Events at Times 1 and 2
Symptoms Life Events
SCL-T1 SCL-T2 LE-T1 LE-T2
Mean 6.28 1.19 2.76 1.32
Standard Deviation 6.28 1.47 2.52 1.12
Possible
Scores
Range in
0-46 0-46 0-33 0-33
Actual Range in 
Scores 0-26 0-6.25 0-11 0-4.25
Note. SCL-T1, symptoms Time 1; SCL-T2, mean number of 
symptoms reported at Telephone followup; LE-T1, life 
events Time 1; LE-T2, mean number of life events at 
Telephone followup.
N = 50.
CORRELATIONS
Personal Resource Variables with 
Symptoms at Times 1 and 2
At the initial interview (Time 1), a positive 
correlation between predisposition to anxiety and 
depression (EPQN, SEA) and actual symptom levels (SCL-T1) 
was apparent. This relationship was maintained at Time 2 
for both measures. The correlations between the EPQN and
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the SCL were much higher than those between the SEA and 
the SCL (Table 9), raising questions about the extent 
to which two different constructs are being measured. 
With the EPQN the state-trait distinction may not be as 
clear in practice as in theory.
Of the other resource variables, locus of control 
failed to relate significantly to symptoms at either 
timepoint, maladaptive coping related to symptoms at the 
initial interview but not to later reports of symptoms, 
and perceptions of inadequate social support were 
associated with symptoms at time 1 and time 2.
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Table 9
Correlations of Personal and Social Resource Variables
with Svmptoms at Times 1 and 2
Resources SCL-T1 SCL-T2
EPQN .74 *** .6 8***
SEA .38** .27
LC . 18 - . 1 0
CS .38** . 07
PSS -.60*** -.36**
Note. EPQN, Eysenck Personality Questionnaire 
-Neuroticism; SEA, Scale of Emotional Arousability; LC, 
Locus of Control; CS, Coping Strategies; PSS, Perceived 
Social Support; SCL-T1, symptoms Time 1; SCL-T2, mean 
number of symptoms reported at Telephone followup.N = 50.
*p < .05. **p < .01. ***p < .005.
Personal Resource Variables with 
Life Events at Times 1 and 2
The relationship between resource variables and 
life events at Time 1 and at later timepoints is 
presented in Table 10. The symptom measures, EPQN and 
SEA, correlated with life events at Time 1.
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Of the remaining resource variables, perceived 
inadequate support was linked with life events 
experienced at that time, though not with those 
experienced at later timepoints.
Table 10
Correlations of Personal and Social Resource Variables
with Life Events at Times 1 and 2
Resources LE-T1 LE-T2
EPQN . 34* . 24
SEA . 28* . 10
LC -.06 -.24
CS . 04 -.10
PSS -.27* oo•
Note. EPQN, Eysenck Personality Questionnaire 
-Neuroticism; SEA, Scale of Emotional Arousability; LC, 
Locus of Control; CS, Coping Strategies; PSS, Perceived 
Social Support; LE-T1, life events Time 1; LE-T2, mean 
number of life events reported at Telephone followup.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Symptoms at Times 1 and 2 with 
Life Events at Times 1 and 2
In this study, the measure of illness used at both 
time points was the SCL. The correlation at Time 1 
between this measure and life events was .49. The 
correlation between the same measures at Time 2 was .60 
(see Table 11). Thus, when life events and illness are 
assessed at the same point in time, the conclusion is 
that life events and psychological illness are highly 
related.
When these measures were taken at different times, 
the relationship between symptoms and life events 
remained significant. Life events at Time 1 
correlated .48 with symptoms at Time 2, a finding 
consistent with the notion that life events precede 
symptoms. The data, however, are also consistent with 
the opposite hypothesis: that symptoms precede life 
events. The correlation between symptoms at Time 1 and 
life events at Time 2 was .39. Neither relationship, 
however, provides adequate controls for possible 
confounding measures. The issue of control for 
confounding variables will be addressed in Chapter 4.
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Table 11
Correlations of Symptoms at Times 1 and 2. and Life 
Events at Times 1 and 2
LE-T1 LE-T2
SCL-T1 . 4 9 *** .38***
SCL-T2 .48*** .60***
Note. SCL-T1, symptoms Time 1; SCL-T2, mean number of 
symptoms reported at Telephone followup; LE-T1, life 
events Time 1; LE-T2, mean number of life events at 
Telephone followup.
N = 50.
*p < .05. **p < .01. ***p < .005.
Response Bias and Demographic Variables 
with Symptoms and Life Events
Correlations of response bias and demographic 
variables with symptoms and life events over time are 
presented in Table 12.
There was no evidence that responses were influenced 
by social desirability.
Correlations with demographic variables revealed 
that, women were more likely than men to report symptoms 
at both time points. Younger respondents were more 
likely to experience symptoms and life events at Time 1, 
and symptoms at Time 2 than were older respondents.
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Individuals without a partner reported more symptoms and 
life events than did those who were married .
Individuals born in Australia reported more symptoms at 
both time points. Respondents from other countries may 
be either more cautious in revealing or admitting to 
symptoms, or better adjusted. There was no relationship 
between level of education and reported illness or life 
events.
Table 12
Correlations of Response Bias and Demographic Variables
with Svmptoms at Times 1 and 
1 and 2
2. and Life Events at Times
SCL-T1 SCL-T2 LE-T1 LE-T2
Response Bias -.04 -.05 -.07 . 06
Age -.36** -.30* -.46*** -.27
Sex .30* .29* . 14 . 13
Marital Status -.32* -.12 -.36** . 06
Country of Origin -.34* -.28* -.22 -.12
Level of Education . 10 .24 . 02 . 02
Employment .00 -.04 -.06 -.19
Note. SCL-T1, symptoms Time 1; SCL-T2, mean number of 
symptoms reported at Telephone followup; LE-T1, life 
events Time 1; LE-T2, mean number of life events at 
Telephone followup.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Chapter 4
MULTIPLE REGRESSION ANALYSES
Hierarchical multiple regression analyses were 
conducted to predict symptoms from life events and life 
events from symptoms. The basic model entered resources 
first, followed by life events and/or symptoms. The 
rationale for this order of entry was that the resource 
variables were conceptualised as relatively stable 
characteristics which were likely to predate both life 
events and symptoms and also to confound the life event- 
illness relationship.
Initially, the results are presented in two series of 
six regression eguations: predicting symptoms from life
events, and predicting life events from symptoms. Two 
additional series of equations were conducted in order to 
determine these relationships over the maximum data 
collection interval, and over the minimum data collection 
interval.
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PREDICTING SYMPTOMS FROM LIFE EVENTS
Cross-sectional Analyses
Time 1
With symptoms as the dependent variable, two 
hierarchical multiple regresson models were tested, with 
personal resources entered in the first model,
and life events added in the second. The procedure was 
repeated, with the set of resource variables adjusted to 
include the SEA in place of the EPQN because of the 
importance of neuroticism as an explanatory variable 
(EPQN correlated so highly with symptoms, that a second, 
more distinct measure of the personality disposition of 
neuroticism was considered desirable).
The results of the analyses conducted at Time 1 
appear in Tables 13.1 and 13.2. Resources were 
predictors of symptoms (EPQN: 64% (F(4,45) = 20.24, 
p < .005); SEA: 43% (F(4,45) = 8.51, p < .05).
Of further importance is the finding that life events at 
Time 1 predicted symptoms at Time 1 in their own right. 
They added a significant proportion to the variance 
accounted for in the dependent variable (5% (F(l,44) = 
6.94, p <. 005 of EPQN); 10% (F(l,44) = 9.02, p < .005
of SEA) after controlling for the influence of resources 
such as neuroticism, beliefs about control, coping
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strategies, and perceived social support.
Table 13.1
A Hierarchical Model Predicting Symptoms at Time 1 from
Personal and Social Resources (including EPON) . and Life
Events at Time 1
SCL-Tl(r) Model 1 Model 2
EPQN . 7 4 *** .58*** .50***
LC . 18 - . 0 2 . 0 1
CS . 38** . 0 2 .06
PSS -.60*** -.34*** — .29***
LE-T1 .4 9 *** — .24**
R Square .64*** .6 9 ***
F 20.24 19.72
df (4,45) (5,44)
R Square Change . 05* 
F 6.94
df (1,44)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; SCL-T1, symptoms Time 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 13.2
A Hierarchical Model Predicting Symptoms at Time 1 from 
Personal and Social Resources (including SEA), and 
Life Events at Time 1
SCL-T1(r) Model 1 Model 2
SEA . 38** . 2 0 . 1 2
LC . 18 - . 1 0 -.03
CS .38** . 19 .2 0 *
PSS -. 60*** -.50*** -.40***
LEI .4 9 *** — . 34***
R Square .43*** .53***
F 8.50 9.82
df (4,45) (5,44)
R Square Change .i o * * *
F 9.02
df (1,44)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; SCL-T1, 
symptoms Time 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Time 2
The same pattern emerged when the data collected 
at follow-up were examined (Tables 14.1 and 14.2). In 
these analyses, the resource variables entered into the 
regression equations were those taken at the first 
interview, but the life event and symptom measures were 
those taken at Time 2. Once again, resources were 
important predictors of symptoms at this time. Adding 
significantly to this was the second predictor in the 
hierarchical regression model, life events at followup. 
They too remained significant after resources were 
controlled, accounting for a further 15% of the variance 
(F(1,44) = 23.37, p < .005) in the EPQN analyses, and 
28% (F(1,44) = 25.33, p < .005) in the SEA analyses.
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Table 14.1
A Hierarchical Model Predicting Symptoms at Time 2 from 
Personal and Social Resources (including EPQN), and 
Life Events at Time 2
SCL-T2(r) Model 1 Model 2
EPQN . 68*** .69*** .56***
LC -.10 -.19* -.10
CS .07 -.22* -.15
PSS -.36** -.22* -.22*
LE-T2 .60*** — .42***
R Square .56*** .71***
F 14.29 21.78
df (4,45) (5,44)
R Square Change .15***
F 23.37
df (1,44)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T2, mean 
number of life events reported at Telephone followup; 
SCL-T2, mean number of symptoms reported at Telephone 
followup.
(r) = correlation.
N = 50.
*P < .05. **p < .01. ***p < .005.
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Table 14.2
A Hierarchical Model Predicting Symptoms at Time 2 from 
Personal and Social Resources (including SEA), and 
Life Events at Time 2
SCL-T2(r) Model 1 Model 2
SEA .27 .18 . 11
LC -.10 -.28* -.14
CS . 07 -.01 . 02
PSS -.36** -.42*** -.37***
LE-T2 .60*** — .55***
R Square .23* .51***
F 3.43 9.29
df (4,45) (5,44)
R Square Change .28***
F 25.32
df (1,44)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T2, mean number of life events 
reported at Telephone followup; SCL-T2, mean number of 
symptoms reported at Telephone followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
These analyses demonstrate that cross-sectionally 
life events can be used to predict symptoms, and that the 
relationship is not solely due to some underlying third
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factor such as the individual's predisposition toward 
neuroticism, reliance on maladaptive coping or belief in 
external control. From a life event-ill health 
perspective, the adverse environmental factors that 
individuals encounter appear to be important, along with 
more enduring personal resources.
Longitudinal Analyses
Longitudinally, it was possible to examine the 
effects of initial life events on symptoms emerging at a 
future time point. Correlational analyses showed a 
significant relationship between life events at Time 1 
and later symptoms (r = .48, p < .005, see Table 11). 
However, such an analysis fails to control for the 
confounding effects of resources.
To investigate this relationship, a regression model 
was set up in which initial life events were added to the 
equation after controlling for personal resources 
(Tables 15.1 and 15.2). Resources were important 
predictors of symptoms at a later date, as were life 
events measured at Time 1. Life events accounted for an 
additional 4% (F(l,44) = 4.28, p < .05) of the variance 
when EPQN was used as one of the resource variables, and 
an additional 10% (F(l,44) = 6.77, p < .05) when SEA was 
inserted in the resource variables.
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Table 15.1
A Hierarchical Model Predicting Svmotoms at Time 2 from 
Personal and Social Resources (including EPON) and Life 
Events at Time 1
SCL-T2(r) Model 1 Model 2
EPQN . 68*** .69*** .62***
LC -.10 -.19* -.16
CS . 07 -.22* -.19
PSS -.36** -.22* -.17
LE-T1 .48*** — . 22 *
R Square .56*** .60***
F 14.28 13.12
df (4,45) (5,44)
R Square Change . 04*
F 4.28
df (1,44)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; SCL-T2, mean number of symptoms reported 
at Telephone followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 15.2
A Hierarchical Model Predicting Symptoms at Time 2 from
Personal and Social Resources (including SEA) and Life
Events at Time 1
SCL-T2(r) Model 1 Model 2
SEA . 27* . 18 . 10
LC -. 10 -.28* -.28
CS . 07 -.01 .00
PSS -.36** -.42*** -.32*
LE-T1 .48*** — . 34**
R Square .23* .33**
F 3.43 4.45
df (4,45) (5,44)
R Square Change . 10*
F 6.77
df (1,44)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; SCL-T2, mean 
number of symptoms reported at Telephone followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
In interpreting these findings, one possibility is 
that the time lapse between life event measures might not 
have been sufficiently great to make life events at
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follow-up qualitatively different from life events at 
Time 1. The life events measured initially may have just 
continued, and been assessed again at follow-up. After 
all, the correlation between life events at Time 1 and 
life events at Time 2 was strong (r = .59, p < .005, 
c.f. Table 3).
To examine this issue, the life events recorded over 
time by each individual, and consistencies in reports 
were noted. In addition, the frequencies of life events 
reported at Times 1 and 2 were examined. The concern was 
not whether high scorers remained high scorers (the above 
correlation confirms this), but whether the scores were 
obtained in the same way over time. The data revealed 
that there was both stability and change 
(see Appendix 2).
An additional strategy for resolving this question 
was to set up three regression models: initially, 
personal and social resources were used as predictors, 
next life events at Time 2 were added, and finally, life 
events at Time 1 were included - all predicting symptoms 
at Time 2 (Tables 16.1 and 16.2).
In these regression equations, life events at Time 1 
failed to predict variance in symptoms at Time 2, beyond 
that explained by the later life event measures taken at 
the same time as the assessment of symptoms. These
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findings support the interpretation of life events at 
Time 1 continuing into the followup period.
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Table 16.1
A Hierarchical Model Predicting Symptoms at Time 2 from 
Personal and Social Resources (including EPQN).
Life Events at Time 2, and Life Events at Time 1.
SCL-T2(r) Model 1 Model 2 Model 3
EPQN . 6 8 *** .69*** .56*** .56***
LC - . 1 0 -.19* - . 1 0 - . 1 0
CS . 07 -.2 2 * -.15 -.15
PSS -.36** -.2 2 * -.2 2 * -.2 2 *
LE-T2 . 60*** — .42*** . 4 4 ***
LE-T1 . 48*** — — -.03
R Square .56*** .71*** .71***
F 14.28 21.78 17.80
df (4,45) (5,44) (6,43)
R Square Change .15*** . 0 0
F 23.37 .09
df (1,44) (1,43)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
Events Time 1; LE-T2, mean number of life events 
reported at Telephone followup; SCL-T2, mean number of 
symptoms reported at Telephone followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 16.2
A Hierarchical Model Predicting Symptoms at Time 2 from 
Personal and Social Resources (including SEA),
Life Events at Time 2, and Life Events at Time 1.
SCL-T2(r) Model 1 Model 2 Model 3
SEA .27* . 18 .11 . 11
LC -.10 -.28* -.14 -.13
CS . 07 -.01 . 02 . 02
PSS -.36** -. 42*** -.37*** -.36***
LE-T2 .60*** — .55*** .54***
LE-T1 .48*** — — . 01
R Square .23* .5i*** .5i***
F 3.43 9.29 7.57
df (4,45) (5,44) (6,43)
R Square Change .28*** . 00
F 25.32 . 02
df (1,44) (1,43)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-T2, mean 
number of life events reported at Telephone followup; 
SCL-T2, mean number of symptoms reported at Telephone 
followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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A further question which arises in relation to 
these data is whether or not it is symptoms at Time 1 
which explain symptoms at Time 2, rather than life 
events.
A regression model was set up in which symptoms at 
Time 1 were added to the equation after controlling for 
resources and life events (represented by measures at 
both times) (Tables 17.1 and 17.2). Symptoms at Time 1 
were significant. They added a significant proportion to 
the variance accounted for in symptoms at Time 2 (EPQN:
9% F (1,42) = 19.21, p < .005; SEA: 25% F(l,42) = 45.31, 
p < .005). The final regression eguation also indicated 
that life events at Time 2 remained a strong predictor of 
symptoms at Time 2.
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Table 17.1
A Hierarchical Model Predicting Symptoms at Time 2 from 
Personal and Social Resources (including EPQN), Life 
Events at Time 1 and Life Events at Time 2, and Symptoms 
at Time 1
SCL-T2(r) Model 1 Model 2 Model 3
EPQN . 6 8 *** .69*** .56*** .29***
LC - . 1 0 -.19* - . 1 0 - . 1 2
CS . 07 -.2 1 * -.15 -.19*
PSS -.36** -.2 2 * .2 2 * -.05
LE-T1 .48*** — -.03 - . 1 0
LE-T2 .60*** — . 4 4 *** .31***
SCL-T1 .78*** — — .60***
R Square .56*** .7i*** .80***
F 14.28 17.80 24.46
df (4,45) (6,43) (7,42)
R Square Change .15*** .09***
F 11.49 19.21
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; SEA, Scale of Emotional Arousability; LC, 
locus of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-T2, mean 
number of life events reported at Telephone followup; 
SCL-T1, symptoms Time 1; SCL-T2, mean number of symptoms 
reported at Telephone followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 17.2
A Hierarchical Model Predicting Symptoms at Time 2 from
Personal and Social Resources (including SEA). Life
Events at Time 1 and Life Events at Time 2 . and Symptoms
at Time 1
SCL-T2(r) Model 1 Model 2 Model 3
SEA . 27* . 18 . 10 . 01
LC -.10 -.28* -.13 -.14*
CS . 07 -.01 . 02 -.14*
PSS -.36** -.42*** -.36** -.03
LE-T1 . 48*** — . 02 -.10
LE-T2 .60*** — . 54*** .30***
SCL-T1 .78*** — — .78***
R Square .23* .51*** .76***
F 3.43* 7.58 19.66
df (4,45) (6,43) (7,42)
R Square Change .28*** .25***
F 12.38 45.30
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; SEA, Scale of Emotional Arousability; LC, 
locus of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-T2, mean 
number of life events reported at Telephone followup; 
SCL-T1, symptoms Time 1; SCL-T2, mean number of symptoms 
reported at Telephone followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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To further investigate the relationship between life 
events at Time 2 and symptoms at Time 2, a final set of 
regression analyses of Time 2 data was conducted. These 
regression models examined this relationship (between 
followup life events and followup symptoms), controlling 
for personal resources, previously reported symptoms, and 
previously reported life events (Tables 18.11 and 18.2). 
Followup life events explained an additional 5% of the 
variance in followup symptoms using the EPQN as a 
resource variable (F(l,42) = 10.86, p < .01) and an 
additional 4% using the SEA (F(l,42) = 8.28, p < .01). 
Initial symptoms contributed to followup symptoms.
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Table 18.1
A Hierarchical Model Predicting Symptoms at Time 2 from 
Personal and Social Resources (including EPQN), Life
Events at 
at Time 2
Time 1 and Symptoms at 1Time 1. and Life Events
SCL-T2(r) Model 1 Model 2 Model 3
EPQN .6 8 *** .6 8 *** .27* — . 2 9 * * *
LC - . 1 0 -.19* -.17* - . 1 2
CS .07* -.2 2 * -.23** -.19*
PSS -.36** -.2 2 * . 03 -.04
LE-T1 . 48*** — . 04 - . 1 0
SCL-T1 .78*** — .70*** .56***
LE-T2 .60*** — — .31***
R square .56*** . 7 5 *** .80***
F 14.28 21.74 24.46***
df (4,45) (6,43) (7,42)
R Square Change .19*** .05***
F 16.70 1 0 . 8 6
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; SEA, Scale of Emotional Arousability; LC, 
locus of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-T2, mean 
number of life events reported at Telephone followup; 
SCL-T1, symptoms Time 1; SCL-T2, mean number of symptoms 
reported at Telephone followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 18.2
A Hierarchical Model Predicting Symptoms at Time 2 from 
Personal and Social Resources (including SEA), Life 
Events at Time 1 and Symptoms at Time 1, and Life Events 
at Time 2
SCL-T2(r) Model 1 Model 2 Model 3
SEA . 27* . 18 . 0 0 . 0 1
LC - . 1 0 -.28* -.18* -.14*
CS . 07 - . 0 1 -.18* -.14*
PSS -.36** -.41*** . 04 -.03
LE-T1 .48*** . 04 - . 1 0
SCL-T1 . 78*** — .90*** .78***
LE-T2 .60*** — — .30***
R Square .23* .72*** . 76***
F 3.43 18.43 19.66
df (4,45) (6,43) (7,42)
R Square Change .4 9 *** . 04**
F 37.33 8.28
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; SEA, Scale of Emotional Arousability; LC, 
locus of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-T2, mean 
number of life events reported at Telephone followup; 
SCL-T1, symptoms Time 1; SCL-T2, mean number of symptoms 
reported at Telephone followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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In summary, when life events are conceptualised as 
predictors of symptoms the following results occur:
1) Life events can be used to predict symptoms when 
measures are taken concurrently. 2) Life events 
occurring at the same time as mental ill-health explain 
variance, life events occurring earlier do not add to the 
variance explained. 3) In these data where Time 2 
measures are the average of measures taken at 2,4,6 and 8 
weeks, life events at Time 1 appear to continue into the 
followup period, by virtue of the fact that they predict 
symptoms when used alone, but they do not after 
controlling for followup life events. 4) Symptoms at 
Time 1 contribute to symptoms at Time 2 when life events 
at Times 1 and 2 are controlled. 5) Personal resources 
explain symptoms occurring at the same time, in addition 
to symptoms measured at a future timepoint. Of the 
personal resource variables, EPQN, perceived social 
support, and coping strategies were the most consistent 
predictors of symptoms.
PREDICTING LIFE EVENTS FROM SYMPTOMS
The analyses to this point have followed the more 
traditional paradigm in which life events are regarded as 
preceding psychological ill health. The alternative 
argument - exemplified by the proneness hypothesis - that
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psychological ill health precedes life events, remains 
plausible: distressed people may be more likely to
perceive, remember and recall life events, or distressed 
people may precipitate life events. A second series of 
hierarchical regression analyses was conducted to 
determine the relationship between symptoms and life 
events.
Cross-sectional Analyses 
Time 1
To examine this possibility, Time 1 regression 
models were set up in which personal and social resources 
were entered into the regression equation first, followed 
by reported symptoms, to predict reported life events 
(Tables 19.1 and 19.2). The set of resource variables 
did not contribute significantly. However, symptoms did 
predict life events, accounting for 11% (EPQN: F(l,44) = 
6.94, p < .05) and 14% (SEA: F(l,44) = 9.02, p < .005) of 
the variance. These data do not support the view that 
some people have a trait-like life event personality.
The notion that people in a state of distress may be more 
at risk of life events than others remains a plausible 
hypothesis.
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Table 19.1
A Hierarchical Model Predicting Life Events at Time 1 
from Personal and Social Resources (including EPQN) and 
Symptoms at Time 1
LE-Tl(r) Model 1 Model 2
EPQN . 34* .30* - . 0 2
LC -.06 -.14 -.13
CS .04 - . 1 1 - . 1 2
PSS -.27 -.24 -.04
SCL-T1 .4 9 *** — .56**
R Square . 17 .28*
F 2.28 3.46
df (4,45) (5,44)
R Square Change . 1 1 *
F 6.94
df (1,44)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; SCL-T1, symptoms Time 1.
(r) = correlation.
N = 50.
*P < .05. **p < .01. ***p < .005.
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Table 19.2
A Hierarchical Model Predicting Life Events at Time 1 
from Personal and Social Resources (including SEA) and 
Symptoms at Time 1
LE-Tl(r) Model 1 Model 2
SEA . 28** .23 . 13
LC -.06 -.18 -.14
CS . 04 -.03 -.13
PSS -.27 -.28* -.03
SCL-T1 .4 9 *** — .50**
R Square . 15 . 29**
F 2 . 0 2 3.70
df (4,45) (5,44)
R Square Change — .14***
F 9.02
df (1,44)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; SCL-T1, 
symptoms Time 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Time 2
When followup data were examined, the same pattern 
emerged (Tables 20.1 and 20.2). With personal resources 
controlled, symptoms at follow up accounted for 30%
(EPQN: F(1,44) = 23.37, p < .005; SEA: 33% F(l,44) = 
25.32, p < .005) of the variance in the followup life 
event score The set of personal and social resource 
variables did not contribute significantly.
Taken together, both cross-sectional regressions 
revealed that, while personal resources contributed 
nothing, symptoms can explain life events. While there 
is no evidence to indicate life event proneness, the 
current emotional state of individuals may contribute to 
their difficulties, or at the very least, to their 
perception of them.
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Table 20.1
A Hierarchical Model Predicting Life Events at Time 2 
from Personal and Social Resources (including EPQN) and 
Symptoms at Time 2
LE-T2(r) Model 1 Model 2
EPQN .24 .32* -.24
LC -.24 - . 2 2 -.06
CS - . 1 0 -.15 . 02
PSS . 00 . 00 . 18
SCL-T2 .60*** — .82***
R Square . 14 . 4 4 ***
F 1.94 7.00
df (4,45) (5,44)
R Square Change .30***
F 23.37
df (1,44)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T2, mean 
number of life events reported at Telephone followup; 
SCL-T2, mean number of symptoms reported at Telephone 
followup.
(r) = correlation.
N = 50.
*P < .05. **p < .01. ***p < .005.
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Table 20.2
A Hierarchical Model Predicting Life Events at Time 2 
from Personal and Social Resources (including SEA) and 
Symptoms at Time 2
LE-T2(r) Model 1 Model 2
SEA . 10 .12 . 00
LC -.24 -.26 -.08
CS - . 1 0 -.06 -.05
PSS . 00 -.08 . 19
SCL-T . 60 — .6 6 ***
R Square . 08 .41***
F 1.04 6.34
df (4,45) (5,44)
R Square Change — .3 3 ***
F 25.32
df (1,44)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T2, mean number of life events 
reported at Telephone followup; SCL-T2, mean number of 
symptoms reported at Telephone followup.
(r) = correlation.
N = 50.
*P < .05. **p < .01. ***p < .005.
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Longitudinal Analyses
Longitudinally, it was possible to examine the 
effects of symptoms on life events, just as the effects 
of life events on symptoms were examined in the previous 
section. The first question asked was whether life 
events at a later time could be predicted from initial 
symptoms, once personal and social resources were 
controlled.
A regression analysis was performed with two blocks 
of predictor variables entered in the following order: 
personal and social resources followed by initial 
symptoms (Tables 21.1 and 21.2). Symptoms at Time 1 made 
a significant contribution to the variance in life events 
reported at Time 2 (EPQN 17%: F(l,44) = 11.18, p < .005? 
SEA 23%: F(1,44) = 15.03, p < .005). These results were 
consistent with the notion of symptoms either 
precipitating life events or increasing memory of them.
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Table 21.1
A Hierarchical Model Predicting Life Events at Time 2 
from Personal and Social Resources (including EPQN). and 
Symptoms at Time 1
LE-T2 Model 1 Model 2
EPQN .24 .32* -.08
LC -.24 -.22 -.20
CS -.10 -.15 -.17
PSS . 00 . 00 . 24
SCL-T1 .38*** — .70***
R Square . 15 . 32***
F 1.94 4.14
df (4,45) (5,44)
R Square Change .17***
F 11.18
df (1,44)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T2, mean 
number of life events reported at Telephone followup; 
SCL-T1, symptoms Time 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 21.2
A Hierarchical Model Predicting Life Events at Time 2 
from Personal and Social Resources (including SEA), and
Symptoms at Time 1
LE-T2(r) Model 1 Model 2
SEA . 10 . 12 .00
LC -.24 -.26 -.20
CS -. 10 -.06 -.18
PSS . 00 -.08 .24
SCL-T1 .38*** — .64***
R Square . 08 .31***
F 1.04 4.08
df (4,45) (5,44)
R Square Change .23***
F 15.03
df (1,44)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T2, mean number of life events 
reported at Telephone followup; SCL-T1, symptoms Time 1. 
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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An alternative interpretation of the preceding 
results was that symptoms at Time 1 extend into symptoms 
at Time 2, and that it was Time 2 symptoms which were 
linked with life events. This possibility was examined 
in a three tier regression model in which predictor 
variables were entered in the following order: personal 
and social resources, symptoms at Time 2, and then 
symptoms at Time 1 to predict life events at Time 2 
(Tables 22.1 and 22.2). In these regression analyses, 
symptoms at Time 1 were no longer significant, failing to 
add to the variance explained by the later symptom 
measure taken at the same time as the assessment of life 
events (EPQN 30%: F(l,44) = 23.37, p < .005; SEA: 33%,
F(1,44) = 25.32, p < .005). These findings support the 
interpretation of symptoms at Time 1 continuing into the 
followup period, and of followup symptoms alone 
contributing to followup life events.
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Table 22.1
A Hierarchical Model Predicting Life Events at Time 2 
from Personal and Social Resources (including EPQN).
Svmotoms at Time 2, and Svmotoms at Time 1.
LE-T2(r) Model 1 Model 2 Model 3
EPQN . 24 . 32* -.24 -.27
LC -.24 -.22 -.06 -.08
CS -.10 -.15 . 02 .00
PSS . 00 . 00 . 18 .21
SCL-T2 .60*** . 82*** . 72***
SCL-T1 .38*** . 16
R Square .14 . 44*** . 4 4 * * *
F 1.95 7.00 5.84
df (4,45) (5,44) (6,43)
R Square Change .30*** . 00
F 23.37 .46
df (1,44) (1,43)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T2, mean 
number of life events reported at Telephone followup; 
SCL-T1, symptoms time 1; SCL-T2, mean number of symptoms 
reported at Telephone followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
100
Table 22.2
A Hierarchical Model Predicting Life Events at Time 2 
from Personal and Social Resources (including SEA),
Svmotoms at Time 2. and Svmotoms at Time 1.
LE-T2(r) Model 1 Model 2 Model 3
SEA . 10 . 12 .01 . 00
LC -.24 -.26 -.08 -.08
CS -.10 -.06 -.05 -.07
PS . 00 -.08 .19 .21
SCL-T2 .60*** .66*** .60***
SCL-T1 . 38*** . 08
R Square .09 .42*** .42***
F 1.04 6.34 5.20
df (4,45) (5,44) (6,43)
R Square Change .33*** . 00
F 25.32 .74
df (1,44) (1,43)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T2, mean number of life events 
reported at Telephone followup; SCL-T1, symptoms Time 1; 
SCL-T2, mean number of symptoms reported at Telephone 
followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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To this point, the results of the second series of 
regression analyses continued to be consistent with 
the theoretical proposition that symptoms can precipitate 
life events or increase memory of them. Nevertheless, it 
was also necessary to determine the contribution of 
initial life events. Therefore, a regression model was 
set up in which life events at Time 1 were added to the 
equation after controlling for resources and initial and 
followup symptoms (Tables 23.1 and 23.2). Life events at 
Time 1 were significant. They added a significant 13% to 
the variance in life events at followup (13% EPQN:
F(1,42) = 13.18, p < .005; 14% SEA: F(l,42) = 13.38,
p < .005). The beta weights of the final regression 
model indicated that symptoms at Time 2 continued to be a 
predictor of life events at Time 2.
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Table 23.1
A Hierarchical Model Predicting Life Events at Time 2 
from Personal and Social Resources fincluding EPQN),
Svmotoms at Time 1 and Svmotoms at Time 2. and Life
Events at Time 1
LE-T2(r) Model 1 Model 2 Model 3
EPQ .24 .32 -.27 -.24
LC -.24 -.22 -.08 -.04
CS -.10 -.15 . 00 . 04
PSS . 00 . 00 .21 .23*
SCL-T1 .38*** — . 16 -.03
SCL-T2 . 60*** — .72*** .66***
LE-T1 . 58*** — — . 42***
R Square . 15 .45*** .58***
F 1.94 5.84 8.31***
df (4,45) (6,43) (7,42)
R Square Change .30*** .13***
F 11.76 13.18
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; LE-T2, mean number of life events 
reported at Telephone followup; SCL-T1, symptoms Time 1; 
SCL-T2, mean number of symptoms reported at Telephone 
followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
103
Table 23.2
A Hierarchical Model Predicting Life Events at Time 2 
from Personal and Social Resources (including SEA),
Svmptoms at Time 1 and Svmptoms at Time 2, and Life
Events at Time 1
LE-T2(r) Model 1 Model 2 Model 3
SEA . 1 0 . 1 2 . 0 0 -.06
LC -.24 -.26 -.08 -.04
CS - . 1 0 -.06 -.07 - . 0 2
PSS . 0 0 -.08 . 2 1 . 2 2
SCL-T1 . 38*** — . 08 - . 1 0
SCL-T2 .60*** — .60*** .56***
LE-T1 . 58*** — — . 4 4 ***
R Square . 08 .42 *** .56***
F 1.04 5.20 7.65
df (4,45) (6,43) (7,42)
R Square Change .34*** .14***
F 12.46 13.38
df (2,43) (1,42)
Note. SEA r Scale of Emotional Arousability; LC, locus
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-T2, mean 
number of life events reported at Telephone followup; 
SCL-T1, symptoms Time 1;
SCL-T2, mean number of symptoms reported at Telephone 
followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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In order to clarify the importance of symptoms at 
Time 2 in the prediction of life events, regression 
models were set up in which symptoms at Time 2 were added 
last after controlling for personal resources, earlier 
symptoms and earlier life events (Tables 24.1 and 24.2). 
Followup symptoms remained a significant predictor of 
life events at Time 2, explaining an additional 11% of 
the variance when the EPQN was used as a resource 
variable (11% EPQN: F(l,42) = 10.86, p < .001); 9% SEA:
F(1,42) =8.28, p < .005).
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Table 24.1
A Hierarchical Model Predicting Life Events at Time 2 
from Personal and Social Resources (including EPQN), 
Symptoms at Time 1 and Life Events at Time 1, and 
Symptoms at Time 2
LE-T2(r) Model 1 Model 2 Model 3
EPQN .24 .32* -.06 -.24
LC -.24 - . 2 2 -.14 -.03
CS - . 1 0 -.15 - . 1 1 .03
PSS .00 . 00 .26* .23*
SCL-T1 . 38*** — . 44* -.03
LE-T1 .58*** — .46*** -.42***
SCL-T2 .60*** — — .6 6 ***
R Square . 15 . 4 7 *** .58***
F 1.94 6.41 8.31
df (4,45) (6,43) (7,42)
R Square Change .32*** .1 1 ***
F 13.22 1 0 . 8 6
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; LE-T2, mean number of life events 
reported at Telephone followup; SCL-T1, symptoms Time 1; 
SCL-T2, mean number of symptoms reported at Telephone 
followup.
(r) = correlation.
N = 50.
*P < .05. **p < .01. ***p < .005.
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Table 24.2
A Hierarchical Model Predicting Life Events at Time 2 
from Personal and Social Resources (including SEA), 
Symptoms at Time 1 and Life Events at Time 1, and 
Symptoms at Time 2
LE-T2(r) Model 1 Model 2 Model 3
SEA . 1 0 . 1 2 -.06 -.06
LC -.24 -.26 -.14 -.04
CS - . 1 0 -.06 - . 1 2 - . 0 2
PSS . 0 0 -.08 . 24 . 2 2
SCL-T1 . 38*** .40** - . 1 0
LE-T1 .58*** — . 4 7 *** .4 4 ***
SCL-T2 . 60*** — — .56***
R Square . 08 .4 7 *** .56***
F 1.04 6.45 7.65
df (4,45) (6,43) (7,42)
R Square Change .39*** . 09**
F 15.90 8.28
df (2,43) (1,42)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-T2, mean 
number of life events reported at Telephone followup; 
SCL-T1, symptoms Time 1; SCL-T2, mean number of symptoms 
reported at Telephone followup.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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To summarise symptoms as predictors of life events:
1) Symptoms can be used to predict life events when 
measures are taken concurrently. 2) Initial symptoms do 
not predict life events at a later point in time when the 
symptoms occurring with these life events are taken into 
account. 3) It is of note that initial symptoms appear 
to contribute to followup symptoms. 4) Initial life 
events contribute to life events at Time 2 when initial 
and followup symptoms are controlled. 5) It is 
significant that personal resources do not have an effect 
on life events, whether personal resources are assessed 
using the EPQN, the SEA, Locus of Control, Coping 
Strategies, or the Index of Perceived Support. This 
result emerged when measures of resources and symptoms 
were assessed at the one Time point (see tables 19.1, 
19.2, 20.1, and 20.2), and when they were assessed across 
time (see Tables 21.1 and 21.2).
The outcomes of the regression models presented to 
date are summarised in Table 25. Regardless of whether 
EPQN or SEA were included among the personal and social 
resource variables, the results of the regression 
analyses were identical. A summary table of the outcomes 
of the regression analyses which include SEA among the 
personal and social resource variables appears in 
Appendix 3.
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Table 25
A Summary Table of the Outcomes of the Regression 
Analyses which include EPON among the Personal and Social 
Resource Variables
Table Predictor Variables Dependent Variable
13.1 Res* / LE-T1* -> SCL-T1
14.1 Res* / LE-T2 * -> SCL-T2
15.1 Res* / LE-T1* -> SCL-T2
16.1 Res* / LE-T2* / LE-T1 -> SCL-T2
17.1 Res* / LE-T1 LE-T2 * / SCL-Tl* -> SCL-T2
18.1 Res* / LE-T1 SCL-T1* / LE-T2 * -> SCL-T2
19.1 Res / SCL-T1* -> LE-T1
20.1 Res / SCL-T2* -> LE-T2
21.1 Res / SCL-T1* -> LE-T2
22.1 Res / SCL-T2 */ SCL-T1 -> LE-T2
23.1 Res / SCL-T1 SCL-T2 * / LE-Tl* -> LE-T2
24.1 Res / SCL-T1 LE-T1* / SCLi-T2 * -> LE-T2
Note. Res, personal and social resource variables;
LE-T1, life events Time 1; LE-T2, mean number of life 
events reported at Telephone followup; SCL-T1, symptoms 
Time 1; SCL-T2, mean number of symptoms reported at 
Telephone followup.
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A REANALYSIS
An unexplored issue at this point was the extent to 
which the previous results varied over Time: whether they 
may have been artefacts of a short time period between 
the measurement of variables, or artefacts of the 
averaging of followup data over the four Telephone 
interviews.
These possibilities were explored in two concluding 
series of regression analyses, in which data were 
examined over the longest (8 weeks), and then the 
shortest (2 weeks), reporting intervals. At each time 
interval the relationships were explored with two sets of 
regression analyses: the first set predicting symptoms 
from life events, and the second set predicting life 
events from symptoms.
Relationships over the Longest 
Time Interval (8 weeks)
Predicting Symptoms from Life Events
To investigate the relationship between life events 
and symptoms over the longest reporting interval of the 
study (8 weeks) two regression analyses were repeated.
In the first regression model (c.f. regressions 26.1 and 
26.2) symptoms at Time 1 were added to the equation after
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Controlling for resources and life events at Time 1 and 
life events at Telephone interview 4 (Tables 26.1 and 
26.2). Symptoms at Time 1 added a significant 6% to the 
variance in symptoms at Telephone interview 4 (EPQN 6%: 
F(l,42) = 8.20, p < .01; SEA; 22% F(l,42) = 25.79, 
p < .005). The beta weights of the final regression 
equation indicated that life events at Telephone 
interview 4 were also a strong predictor of concurrent 
symptoms.
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Table 26.1
A Hierarchical Model Predicting Symptoms at Telephone 
Interview 4. from Personal and Social Resources (including 
EPQN). Life Events at Time 1 and Life Events at Telephone 
Interview 4, and Symptoms at Time 1
SCL-tel4(r) Model 1 Model 2 Model 3
EPQN .5 9 *** .62*** .54*** .30*
LC - . 1 2 -.18 -.14 -.14
CS - . 0 1 -.28* -.23* -.26**
PSS -.34* -.25* .25* - . 1 1
LE-T1 .40*** — . 02 -.07
LE-tel4 .46*** — . 34*** .30***
SCL-T1 . 6 6 *** — — .46***
R Square .48*** .60*** .6 6 ***
F 10.40 10.54 11.72
df (4,45) (6,43) (7,42)
R Square Change .1 2 *** .06**
F 6 . 1 0 8 . 2 0
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; LE-tel4, mean number of life events 
reported at Telephone interview 4; SCL-T1, symptoms 
Time 1; SCL-tel4, mean number of symptoms reported at 
Telephone interview 4.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 26.2
A Hierarchical Model Predicting Symptoms at Telephone 
Interview A from Personal and Social Resources (including 
SEA), Life Events at Time 1 and Life Events at Telephone 
Interview 4 , and Symptoms at Time JL
SCL-tel4(r) Model 1 Model 2 Model 3
SEA . 2 0 . 1 0 - . 0 2 -.09
LC - . 1 2 -.26* -.17 -.16
CS - . 0 1 - . 1 0 -.06 -.2 1 *
PSS -.34* -.4 4 *** - .40*** - . 1 1
LE-T1 .40*** — . 14 -.06
LE-tel4 .46*** — .39*** .30***
SCL-T1 .6 6 *** — — .70***
R Square .2 1 *** .71*** .80***
F 2.92 4.74 10.08
df (4,45) (6,43) (7,42)
R Square Change .19*** .2 2 ***
F 6.85 25.79
df (2,43) (1,42)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-tel4, 
mean number of life events reported at Telephone 
interview 4; SCL-T1, symptoms Time 1; SCL-tel4, mean 
number of symptoms reported at Telephone interview 4.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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The second regression model (c.f. regressions 18.1 and 
18.2) examined the relationship between life events and 
symptoms at Telephone interview 4, controlling for 
resources, and initial reports of life events and 
symptoms (Tables 27.1 and 27.2). Life events at 8 weeks 
explained an additional 7% of the variance in symptoms at 
the same time point (EPQN: 7% F(l,42) = 8.81, p < .005; 
SEA; 7% (F,(l,42) = 8.34, p < .005). The betas of the 
final equation indicated that initial symptoms were also 
a strong predictor of later symptoms.
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Table 27.1
A Hierarchical Model Predicting Symptoms at Telephone 
Interview 4 from Personal and Social Resources (including 
EPQN). Life Events at Time 1 and Symptoms at Time 1, and 
Life Events at Telephone Interview A
SCL-tel4(r) Model 1 Model 2 Model 3
EPQN .5 9 *** . 62*** .30* .30*
LC - . 1 2 -.18 -.16 -.14
CS - . 0 1 -.28* -.30** -.26**
PSS -.34* -.25* -.06 - . 1 1
LE-T1 .40*** . 0 2 0•1
SCL-T1 .6 6 *** — .5 4 *** .46***
LE-tel4 .46*** __ _ _ .30***
R square .48*** .5 9 *** .6 6 ***
F 10.40 10.33 11.72
df (4,45) (6,43) (7,42)
R Square Change . 1 1 ** .07***
F 5.77 8.81
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; LE-tel4, mean number of life events 
reported at Telephone interview 4; SCL-T1, symptoms 
Time 1; SCL-tel4, mean number of symptoms reported at 
Telephone interview 4.
(r) = correlation.N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 27.2
A Hierarchical Model Predicting Symptoms at Telephone 
Interview 4. from Personal and Social Resources (including 
SEA), Life Events at Time 1 and Symptoms at Time 1, and 
Life Events at Telephone Interview 4
SCL-tel4(r) Model 1 Model 2 Model 3
SEA .20 . 10 -.04 -.09
LC - . 1 2 -.26* -.18 -.16
CS - . 0 1 - . 1 0 -.24* -.2 1 **
PSS -.34* - . 4 4 *** -.05 - . 1 1
LE-T1 .40*** .02 -.06
SCL-T1 .6 6 *** — .76*** .70***
LE-tel4 .46*** — — .30***
R square .2 1 * .55*** .62***
F 2.92 8 . 8 6 10.08
df (4,45) (6,43) (7,42)
R Square Change .34*** .07**
F 16.68 8.34
df (2,43) (1,42)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-tel4, 
mean number of life events reported at Telephone 
interview 4; SCL-T1, symptoms Time 1; SCL-tel4, mean 
number of symptoms reported at Telephone interview 4.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Thus, over a reporting interval of 8 weeks, when 
life events were viewed as predictors of symptoms: 
earlier symptoms contributed to symptoms occurring 8 
weeks later. Life events occurring at the same time as 
later symptoms explained variance, life events occurring 
earlier did not. Personal resources contributed to later 
symptoms. Personal resources explain symptoms measured 
at a future time point. These results were consistent 
with those obtained previously when Telephone reports of 
life events and symptoms were averaged (c.f. Tables 17.1, 
17.2, 18.1, and 18.2).
Predicting Life Events from Symptoms
A second set of regression models were tested over 
the longest data collection period of the study, this 
time to predict life events from symptoms.
With symptoms regarded as predictors of life 
events, the first regression analysis (c.f. regressions 
23.1 and 23.2)was designed to examine the relationship 
between initial symptoms and life events reported 8 weeks 
later at Telephone interview 4. Life events at Time 1 
were added to the equation after controlling for personal 
resources, initial symptoms, and symptoms reported after 
8 weeks (Tables 28.1 and 28.2). Life events at Time 1 
failed to account for variance in life events at 8 weeks 
beyond that explained by symptoms reported at the same
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time. (While the beta for initial life events was 
significant when the EPQN was included among the resource
variables(.29, p < 
included (.27, p < 
reach significance 
not significant in
.05) and also when the SEA was 
.05) R square change just failed to 
(p = .0557) in the EPQN model, and was 
the SEA model).
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Table 28.1
A Hierarchical Model Predicting Life Events at Telephone 
Interview 4. from Personal and Social Resources (including 
EPON), Symptoms at Time 1 and Symptoms at Telephone 
Interview 4, and Life Events at Time 1
LE-tel4(r) Model 1 Model 2 Model 3
EPQN . 14 .22 - . 2 0 - . 2 0
LC -.15 - .12 . 00 . 02
CS - . 1 0 -.14 . 02 . 06
PSS . 02 . 02 .20 . 22
SCL-T1 .22 — .09 -.06
SCL-tel4 .46*** — .5 9 *** .58***
LE-T1 .37** — — .29*
R Square . 06 .27* .33*
F .75 2.67 2.98
df (4,45) (6,43) (7,42)
R Square Change .2 1 *** .06
F 6.17 3.87
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; LE-tel4, mean number of life events 
reported at Telephone interview 4; SCL-T1, symptoms 
Time 1; SCL-tel4, mean number of symptoms reported at 
Telephone interview 4.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 28.2
A Hierarchical Model Predicting Life Events at Telephone 
Interview 4. from Personal and Social Resources (including 
SEA), Symptoms at Time 1 and Symptoms at Telephone
Interview 4, and Life Events at Time 1
LE-tel4(r) Model 1 Model 2 Model 3
SEA .20 .24 .20 .16
LC -.15 -.14 - . 0 1 .02
CS - . 1 0 -.08 - . 0 2 . 0 1
PSS . 02 . 02 .22 . 22
SCL-T1 .22 — -.08 - . 2 0
SCL-tel4 . 46*** — .55*** .5 4 ***
LE-T1 .37** — — .27*
R Square . 08 .28* .33*
F 1 . 0 0 2.90 3.09
df (4,45) (6,43) (7,42)
R Square Change .2 0 *** . 05
F 6 . 2 2 3.28
df (2,43) (1,42)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-tel4, 
mean number of life events reported at Telephone 
interview 4; SCL-T1, symptoms Time 1; SCL-tel4, mean 
number of symptoms reported at Telephone interview 4.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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To determine the importance of symptoms reported at 
the fourth Telephone interview, a second regression model 
(c.f. 24.1 and 24.2) was set up in which these symptoms 
were added after controlling for resources, and initial 
symptoms and initial life events (Tables 29.1 and 29.2). 
Symptoms at Telephone interview 4 remained a significant 
predictor of concurrent life events, explaining an 
additional 14% of the variance with EPQN included in the 
resource variables (F(l,42) = 8.81, p < .005; SEA 13%;
F (1,42) = 8.34, p < .01).
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Table 29.1
A Hierarchical Model Predicting Life Events at Telephone 
Interview 4 from Personal and Social Resources (including 
EPQN). Symptoms at Time 1 and Life Events at Time 1, and 
Symptoms at Telephone Interview 4.
LE-tel4(r) Model 1 Model 2 Model 3
EPQN . 14 . 22 -.02 -.20
LC -.15 -.12 -.06 . 02
CS -.10 -.14 -.12 . 06
PSS . 02 . 02 . 18 .21
SCL-T1 . 22 — .25 . 06
LE-T1 .37 ** — .30* .29*
SCL-tel4 .46*** — — .58***
R Square . 06 . 19 .33*
F .75 1.72 3.00
df (4,45) (6,43) (7,42)
R Square Change . 13* .14 ***
F 3.48 8.81
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; LE-tel4, mean number of life events 
reported at Telephone interview 4; SCL-T1, symptoms 
Time 1; SCL-tel4, mean number of symptoms reported at 
Telephone interview 4.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 29.2
A Hierarchical Model Predicting Life Events at Telephone 
Interview 4. from Personal and Social Resources f including 
SEA) , Symptoms at Time .1 and Life Events at Time 1, and
Symptoms at Telephone Interview 4
LE-tel4(r) Model 1 Model 2 Model 3
SEA .20 .24 . 14 .16
LC -.15 -.14 -.07 . 02
CS -.10 -.08 -.12 .01
PSS . 02 . 02 .20 . 22
SCL-T1 .22 — .20 .20
LE-T1 .37 ** — . 28* .27*
SCL-tel4 .4 6 *** — — .54***
R Square .08 .20 .33*
F 1.00 1.89 3.09
df (4,45) (6,43) (7,42)
R Square Change . 12* . 13**
F 3.44 8.34
df (2,43) (1,42)
Note. SEAr Scale of Emotional Arousability; LC, locus
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-tel4, 
mean number of life events reported at Telephone 
interview 4; SCL-T1, symptoms Time 1; SCL-tel4, mean 
number of symptoms reported at Telephone interview 4. 
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Relationships over the Shortest 
Time Interval (2 weeks)
Predicting Symptoms from Life Events
It was also possible to examine the relationship 
between life events and symptoms over the shortest 
reporting interval (2 weeks). Two regression analyses 
were designed with symptoms at 2 weeks as the dependent 
variable.
In the first regression analysis initial symptoms 
were added to the equation, after controlling for 
personal resources, and life events at Time 1 and life 
events at the first Telephone interview, to predict 
symptoms at two weeks. Initial symptoms were a 
significant predictor of symptoms reported 2 weeks later 
(EPQN: 14% F (1,42) = 27.63, p < .005; SEA: 34% F(l,42) 
52.96, p < .005) (Tables 30.1 and 30.2).
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Table 30.1
A Hierarchical Model Predicting Symptoms at Telephone 
Interview 1 from Personal and Social Resources (including 
EPOISO . Life Events at Time .1 and Life Events at Telephone 
Interview 1, and Symptoms at Time 1
SCL-tell(r) Model 1 Model 2 Model 3
EPQN .6 8 *** .65*** .58*** .2 2 *
LC - . 1 1 -.24* -.17 -.2 0 *
CS . 16 - . 1 0 -.06 - . 1 0
PSS -.40*** -.24* -.18 . 0 1
LE-T1 . 50*** — . 1 0 . 0 0
LE-tell . 4 5 *** — .23* . 1 1
SCL-T1 . 82*** — — .70***
R Square .56*** .64 *** .78***
F 14.40 1 2 . 8 6 21.79
df (4,45) (6,43) (7,42)
R Square Change . 08* .14***
F 4.84 27.63
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; LE-tell, mean number of life events 
reported at Telephone interview 1; SCL-T1, symptoms Time 
1; SCL-tell, mean number of symptoms reported at 
Telephone interview 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 30.2
A Hierarchical Model Predicting Symptoms at Telephone 
Interview 1 from Personal and Social Resources (including 
SEA), Life Events at Time 1 and Life Events at Telephone 
Interview 1, and Symptoms at Time 1
SCL-tell(r) Model 1 Model 2 Model 3
SEA .32* . 2 1 . 16 .04
LC - . 1 1 -.32* - . 2 2 -.2 2 *
CS . 16 . 08 . 1 1 -.07
PSS -.40*** -.42*** -.30* . 0 2
LE-T1 .50*** — .19 . 0 0
LE-tell .4 5 *** — .26 . 1 0
SCL-T1 . 82*** — — .8 6 ***
R Square . 29*** .43*** .76***
F 4.56 5.49 19.37
df (4,45) (6,43) (7,42)
R Square Change . 14** .3 3 ***
F 5.51 58.55
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; LE-tell, mean number of life events 
reported at Telephone interview 1; SCL-T1, symptoms 
Time 1; SCL-tell, mean number of symptoms reported at 
Telephone interview 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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The second regression analysis was conducted to 
determine the relationship between life events at 
Telephone interview 1 and concurrent symptoms, 
controlling for personal resources, and initially 
reported symptoms and life events (Tables 31.1 and 
31.2). In this analysis life events at Telephone 
interview 1 failed to predict variance in concurrent 
symptoms, beyond that explained by initial symptoms. 
Once more, resources were predictors of symptoms.
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Table 31.1
A Hierarchical Model Predicting Symptoms at Telephone 
Interview 1 from Personal and Social Resources (including 
EPQN), Life Events at Time 1 and Symptoms at Time 1, and 
Life Events at Telephone Interview 1
SCL-tell(r) Model 1 Model 2 Model 3
EPQN .68*** .65*** .20* .22*
LC -.11 -.24* -.22** -.20*
CS . 16 -.10 -.12 -.10
PSS -.40*** -.24* .02 . 01
LE-T1 .50*** — . 06 . 00
SCL-T1 .82*** — . 7 4 * * * .70***
LE-tell . 45*** — — .11
R Square .56*** .7g *** .78***
F 14.40 24.86 21.79
df (4,45) (6,43) (7,42)
R Square Change .21*** . 00
F 20.63 1.53
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; SEA, Scale of Emotional Arousability; LC, 
locus of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-tell, 
mean number of life events reported at Telephone 
interview 1; SCL-T1, symptoms Time 1; SCL-T2, mean 
number of symptoms reported at Telephone interview 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 31.2
A Hierarchical Model Predicting Symptoms at Telephone 
Interview 1 from Personal and Social Resources (including 
SEA), Life Events at Time 1 and Symptoms at Time 1, and 
Life Events at Telephone Interview 1
SCL-tell(r) Model 1 Model 2 Model 3
SEA .32* .21 .02 . 04
LC - . 1 1 -.32* -.23** -.2 2 *
CS . 16 . 08 -.08 -.07
PSS -.40*** -.42*** . 03 . 02
LE-T1 .50*** — . 05 . 00
SCL-T1 .82*** — .8 8 *** .8 6 ***
LE-tell . 45*** — — .1 0
R Square . 2 9 * * * .76*** .76***
F 4.56 22.45 19.37
df (4,45) (6,43) (7,42)
R Square Change .4 7 *** . 0 0
F 41.71 .97
df (2,43) (1,42)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-tell, 
mean number of life events reported at Telephone 
interview 1; SCL-T1, symptoms Time 1; SCL-T2, mean 
number of symptoms reported at Telephone interview 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Predicting Life Events from Symptoms
The final set of regression models examined the 
relationships between symptoms and life events over the 
shortest reporting interval of 2 weeks. The first 
regression model (c.f. regressions 23.1 and 23.2) added 
life events at Time 1 to the equation after controlling 
for resources, and symptoms at Time 1 and life events at 
the first Telephone interview (Tables 32.1 and 32.2). 
Life events at Time 1 were a significant predictor of 
life events occurring 2 weeks later EPQN: 15% F(l,42) = 
11.67, p < .01; SEA: 18% F(1,42) = 13.14, p < .005).
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Table 32.1
A Hierarchical Model Predicting Life Events at Telephone 
Interview 1 from Personal and Social Resources (including 
EPQN), Symptoms at Time 1 and Symptoms at Telephone
Interview 1. and Life Events at Time 1
LE-Tell(r) Model 1 Model 2 Model 3
EPQN . 16 . 17 -.26 - . 2 2
LC - . 2 0 -.24 -.14 - . 1 0
CS -.08 -.13 . 1 0 -.04
PSS - . 1 1 -.18 . 0 2 .04
SCL-T1 .36* — .30 . 1 0
SCL-tell . 4 5 *** — . 39 .30
LE-T1 . 58*** — — .47***
R Square . 1 1 .28* .4 3 ***
F 1.36 2.73 4.58
df (4,45) (6,43) (7,42)
R Square Change .17* . 15**
F 4.96 11.67
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism; LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; LE-tell, mean number of life events 
reported at Telephone interview 1; SCL-T1, symptoms 
Time 1; SCL-T2, mean number of symptoms reported at 
Telephone interview 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 32.2
A Hierarchical Model Predicting Life Events at Telephone 
Interview 1 from Personal and Social Resources (including 
SEA), Symptoms at Time 1 and Symptoms at Telephone Inter­
view 1, and Life Events at Time 1
LE-Tell(r) Model 1 Model 2 Model 3
SEA . 04 . 01 - . 1 0 -.16
LC - . 2 0 -.26 -.14 -.08
CS -.08 -.08 -.14 -.09
PSS - . 1 1 -.23 .00 . 02
SCL-T1 .36* — .22 . 04
SCL-tell .4 5 *** — .30 .23
LE-T1 .58*** — — .50***
R Square . 08 . 25* .43***
F 1.07 2.46 4.59
df (4,45) (6,43) (7,42)
R Square Change . 17* .18***
F 4.88 13.14
df (2,43) (1,42)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-tell, 
mean number of life events reported at Telephone 
interview 1; SCL-T1, symptoms Time 1; SCL-T2, mean 
number of symptoms reported at Telephone interview 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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The concluding regression model (c.f. regressions 24.1 
and 24.2) examined the importance of symptoms at 
Telephone interview 1 in predicting concurrent life 
events. With resources, and initial symptoms and life 
events controlled, symptoms at Telephone interview 1 
failed to predict variance in concurrent life events, 
beyond that explained by initial life events (Tables 33.1 
and 33.2).
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Table 33.1
A Hierarchical Model Predicting Life Events at Telephone 
Interview 1 from Personal and Social Resources (including 
EPQN), Symptoms at Time 1 and Life Events at Time 1, and
Symptoms at Telephone Interview 1
LE-Tell(r) Model 1 Model 2 Model 3
EPQN . 16 . 17 -.16 - . 2 2
LC - . 2 0 -.24 -.16 - . 1 0
CS -.08 -.13 .08 -.04
PSS - . 1 1 -.18 . 06 . 04
SCL-T1 .36* — .33 . 1 0
LE-T1 .58*** — .48*** .4 7 ***
SCL-tell .45*** — — .30
R Square . 1 1 .41*** .4 3 ***
F 1.36 5.04 4.58
df (4,45) (6,43) (7,42)
R Square Change .30*** . 0 2
F 11.13 . 2 2
df (2,43) (1,42)
Note. EPQN, Eysenck Personality Questionnaire- 
Neuroticism? LC, locus of control; CS, coping 
strategies; PSS, perceived social support; LE-T1, life 
events Time 1; LE-tell, mean number of life events 
reported at Telephone interview 1; SCL-T1, symptoms 
Time 1; SCL-tell, mean number of symptoms reported at 
Telephone interview 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Table 33.2
A Hierarchical Model Predicting Life Events at Telephone 
Interview 1 from Personal and Social Resources (including 
SEA). Symptoms at Time 1 and Life Events at Time 1, and
Symptoms at Telephone Interview 1
LE-Tell(r) Model 1 Model 2 Model 3
SEA .04 . 01 -.15 -.16
LC -.20 -.26 -.14 -.09
CS -.08 -.08 -.11 -.09
PSS -.11 -.23 .03 . 02
SCL-T1 .36* — .24 . 04
LE-T1 . 58*** — .52*** .50***
SCL-tell .45*** — — .23
R Square . 09 .42*** .43***
F 1.07 5.20 4.59
df (4,45) (6,43) (7,42)
R Square Change .33*** .01
F 12.36 .98
df (2,43) (1,42)
Note. SEA, Scale of Emotional Arousability; LC, locus 
of control; CS, coping strategies; PSS, perceived 
social support; LE-T1, life events Time 1; LE-tell, 
mean number of life events reported at Telephone 
interview 1; SCL-T1, symptoms Time 1; SCL-tell, mean 
number of symptoms reported at Telephone interview 1.
(r) = correlation.
N = 50.
*p < .05. **p < .01. ***p < .005.
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Thus, over a reporting interval of 8 weeks, when 
life events were viewed as predictors of symptoms the 
pattern emerging was the same as that obtained when 
followup data were averaged. Symptoms at 8 weeks were 
best predicted by symptoms at Time 1 and by life events 
at 8 weeks. For the shorter time interval, life events 
were less important than symptoms at Time 1.
When life events were predicted with an 8 week time 
interval, the results were similar to those obtained when 
the followup data were averaged except in one respect.
The link between life events 1 and later life events was 
substantially weaker. In contrast, with a 2 week 
interval the symptom-life event relationship was 
inconsequential compared with the life event-life event 
relationship.
These data demonstrate the important effect of time 
intervals between data collection on outcomes in life 
event-symptom research.
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Chapter 5
DISCUSSION
In comparison to many earlier studies of the life 
event-psychological illness relationship, this study had 
a number of advantages. It was based on a random 
community sample. It employed a prospective design to 
control for the effects of pre-existing psychological 
illness and to avoid distorted retrospective reports on 
life events. Most importantly, it employed multiple data 
collection over short time periods as a means of 
increasing the accuracy of life event and symptom 
reports, and of capturing relationships that may have 
escaped detection over longer measurement periods.
The purpose of this study was to examine the causal 
direction of the relationship between life events and 
psychological illness, and the role of personal and 
social resources as predictors of susceptibility to life 
events or psychological illness.
PERSONAL AND SOCIAL RESOURCES
In summary, symptoms, in contrast to life events, 
were significantly related to a deficit in personal and 
social resources. Individuals who were vulnerable 
to anxiety and depression (high on neuroticism),
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individuals who perceived their life events as being 
beyond their control, individuals with poor coping 
strategies, and individuals with low perceptions of 
social support, all had a higher probability of a 
positive association with reported symptoms than did 
those who possessed these psychosocial assets.
In contrast, there was no evidence to indicate that 
stable personal and social resources formed a 
vulnerability factor for life events. Individuals low in 
psychosocial assets were no more likely to report life 
events than those high in such assets. States of anxiety 
and depression behaved differently from the more stable 
personal resources. A high state of anxiety and/or 
depression was linked with higher reporting of life 
events at a future time point. The exact causal 
interpretation which is appropriate will be discussed in 
the next section.
MULTIPLE REGRESSION ANALYSES 
Life Events and Symptoms
Life events could be used to predict future 
symptoms and symptoms could be used to predict later life 
events. These relationships appeared to be indirect, 
however. They were explained by life events at Time 1 
leading to life events at Time 2 which, in turn, were
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linked to concurrent symptoms. Similarly, symptoms at 
Time 1 predicted symptoms at Time 2, and these in turn 
were related to life events occurring at that time.
These results are consistent with the pattern reported in 
other studies conducted over longer time intervals 
(McFarlane, Norman, Streiner, Roy, & Scott, 1980;
Andrews, 1981; McFarlane, Norman, Streiner, & Roy, 1983).
The picture that emerges from these data is that 
when life events are encountered, symptoms are likely to 
exist and more life events are likely to follow. When 
symptoms are encountered, life events are also likely to 
be present and more symptoms are likely to follow. Such 
a picture, however, does not present any easy answer to 
the initial question regarding causality. What was 
considered to be a chicken and egg problem 
methodologically, now appears to be a chicken and egg 
problem theoretically.
Overall, the cross-sectional and longitudinal 
analyses did not conflict with the two positions of 
causal ordering outlined previously in the Rationale of 
Chapter 1: of life events leading to psychological 
illness, and of symptoms either precipitating life events 
or increasing memory of them. The findings of this study 
can be translated into real-life experience in the 
following way. Life events may lead to an immediate 
sense of heightened anxiety; when one feels that one
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thing has gone wrong, something else often will go wrong, 
and additional life events may result (e.g. with 
heightened anxiety being experienced by an individual, 
increasing serious arguments with a partner may cause 
further anxiety; this may result in greater emotional 
turmoil, sexual difficulties, and finally to separation. 
With increases in emotional stress, work performance may 
suffer and so on).
The results provide a basis for questioning whether 
either causal position provides a useful explanation for 
understanding the stress process. The concept of cause 
with its implication of one set of discrete events 
occurring before another appears to have limited value in 
this context. For the respondents in this study, life 
events and symptoms were not discrete events. Both 
persisted over time. When symptoms were predicted at 
followup, life events at initial contact were significant 
until followup life events were entered into the 
regression equation. Initial life events were strong 
predictors of followup life events.
The dynamic nature of the life event-symptom 
relationship challenges the usefulness of a paradigm 
which is based on the measurement of discrete events at 
the right point in time to establish a causal 
relationship across individuals. A more appropriate 
model may focus on the concept of an illness episode in
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which life events and symptoms are constantly fluctuating 
and interconnected, and in which causal ordering has 
little relevance. The question of how such an illness 
episode begins remains an important question, but the 
more appropriate methodology would be an ethnographic 
study of a small group of patients.
Other Issues
In the prediction of symptoms, the importance of 
specific resource variables fluctuated. For the purposes 
of the present study, consistency in the personal and 
social resources block was critical, and was found. 
Fluctuations in individual variables do present 
interesting findings for further research. The resource 
measures which were most strongly linked to symptoms were 
the EPQN and perceived social support. However, both 
measures contained items very similar in content to the 
symptom measures. This is not to suggest, however, that 
they are not tapping something other than symptoms. The 
presence of a relationship between personal and social 
resources and symptoms, and the absence of a relationship 
between these resources and life events, suggests that 
there is a distinct personality component in the 
reporting of symptoms that warrants more study. 
Considerably more work is required to clarify the nature 
of these resource variables, and to clearly differentiate 
them from symptoms. Furthermore, the relationship
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between the SEA and the EPQ-Neuroticism measures warrants 
examination. The SEA was designed to have a lower 
symptom component. While it correlated well with the 
EPQN scale, it behaved differently from EPQN in the 
regression analyses.
While the results discounted notions of a stable 
personality variable related to life event proneness, one 
could always argue that the personality characteristics 
associated with life event proneness may not have been 
measured in this study, or not measured well enough. 
Alternatively, the personal and social resource variables 
may operate in other ways. Apart from influencing the 
extent to which psychological symptoms may result from 
life events, resources may act as buffers between 
symptoms and life events. Those suffering from minor 
psychiatric symptoms may be more at risk of being faced 
with negative life events if they have certain other 
personality characteristics (e.g. low mastery, high 
neuroticism).
Although differences were found in the relationship 
of the two neuroticism scales, the data provided 
confidence in the reliability and validity of the 
measures used. The three key concepts in this study - 
personal and social resources, life events and symptoms - 
were assessed using well-established instruments with 
some modifications to ensure suitability for telephone
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interviewing. To verify that measures were reliable and 
valid, two measures rather than one were employed where 
possible. The data provide confidence in the measurement 
procedure adopted.
The strength of the measurement procedure is 
reflected in the high intercorrelation between symptom 
measures, and in the expected relationships between sex, 
age, marital status, country of birth, and symptoms 
(c.f. Table 12). Women were higher reporters of symptoms 
than were men (c.f. Henderson, Byrne & Duncan-Jones,
1981). Younger respondents were more likely to report 
life events and symptoms at Time 1, and symptoms at 
Time 2 (c.f. McFarlane, Norman, Streiner, & Roy, 1983). 
Individuals without a partner reported more symptoms and 
life events than did those who were married 
(c.f. McFarlane, Norman, Streiner, & Roy, 1983). The 
greater numbers of symptoms reported at both time-points 
by respondents born in Australia, may reflect caution in 
reporting symptoms, or better adjustment by respondents 
born overseas. The absence of the often expected 
relationship of symptoms with less education and 
unemployment was probably a function of the relatively 
high socioeconomic status of the individuals who 
participated in the study. Finally, the EPQN and the SEA 
correlated as highly as could be expected given the 
differences in the theory behind the construction of the 
scales. Further indications of validity emerge from data
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showing that symptoms and life events correlated more 
highly at adjacent times than at separate times.
Also of significance is the observation that at one 
timepoint life events (or symptoms) accounted for 
approximately 24% of the variance in symptoms (or life 
events at the minimum. This is considerably larger than 
Rabkin and Struening's (1976) estimate that life events 
"may account at best for nine percent of the variance in 
illness". The increase in variance may be attributed to 
the increased accuracy of life event and symptom reports 
over short time intervals.
THE RELATIONSHIP BETWEEN LIFE EVENTS AND SYMPTOMS 
OVER DIFFERING TIME INTERVALS
When the outcomes were re-examined in regression 
models extending over the longest, and then the shortest, 
measurement interval of the study, slightly different 
relationships emerged. It would appear that life event- 
symptom relationships are not fixed, but changing, with 
life events and symptoms responding to each other over 
time. The nature of the life event-psychological illness 
relationships would appear to be related to the point at 
which the study is initiated, and the time interval over 
which data is obtained is collected.
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LIMITATIONS
Perhaps the major limitation of this study is its 
reliance on self-reports. The presence of reciprocal 
relationships between life events and symptoms, may be an 
indication of perceptual bias: the experience of symptoms 
did clearly affect the way in which life events were 
remembered, and how they were seen as they occurred. 
However, it is important to note that the correlation 
analyses did not reveal any indication of response bias 
or of personality affecting life events. Indeed it has 
been advocated by some researchers (e.g. Brown, 1974b) 
that life events which may be affected by the emotional 
state of an individual be excluded from life event 
inventories. However, in the planning of this study, 
such an approach was regarded as unnecessarily 
restrictive, because it omitted life events which were an 
authentic representation of the stressors experienced in 
the everyday life of a normal population.
Other limitations concern the sample size which had 
to be restricted for practical purposes, and the 
restricted variability of life events - a not unexpected 
finding given that the study comprised 50 adults from the 
general population. From this point of view, the concept 
of daily hassles does have advantages over the life event 
concept in studying stress in a small random sample. The 
disadvantage of applying this concept is that it
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exacerbates the problem of untangling causal 
relationships between events that are not discrete.
CONCLUSIONS
The aim of this study was to provide a preliminary 
short-term analysis of the relationship between life 
events, psychological symptoms, and personal and social 
resources.
The results indicated that, over short time 
periods, a critical aspect of the life event-illness 
process comprises an interplay between symptoms, life 
events, and personal and social resources. The 
regression models revealed that the long-accepted view of 
life events leading to symptoms was not entirely 
acceptable. It is not simply that life events result in 
psychological illness, or that psychological illness 
leads to life events. Not only do symptoms influence 
life events, but life events, and personal and social 
resources influence symptoms. These relationships occur 
together and feed into each other, fluctuating over time. 
Furthermore, personal and social resources would appear 
to influence the extent to which psychological symptoms 
may occur after life events.
It is simplistic to regard life events leading to 
symptoms, or symptoms leading to life events.
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Theoretical formulations of the relationships between 
life events, psychological symptoms, and personal 
resources which are unidirectional and causal would 
appear to be incomplete. They present a partial view of 
what this study suggests might be a more complex, ongoing 
relationship. In the present study, there is no obvious 
indication of cessation. Symptoms that are generated 
from life events at an initial time point are linked with 
further life events. The extent to which this effect may 
be inherent in the unique methodology of this study is 
not clear. A full understanding of this carry-over 
effect is especially important if progress is to be made 
in developing effective models which will allow community 
intervention.
The development of more refined instruments is 
necessary to untangle the relationship between life 
events, symptoms, and personal and social resources. The 
results of this study indicated contamination of the EPQN 
and the SEA by symptoms, and contamination of the SEA by 
perceptions of social support.
The findings of this study underscore the 
importance of attending to timing of data collection in 
empirical studies of the life event-psychological illness 
relationship. Failure to do so may result in attributing 
stronger or weaker effects to variables than are 
warranted.
147
Finally, there it is clearly a need to reconsider 
the paradigm used to examine the relationships between 
life events and psychological illness. The timing of 
data collection appears to be a crucial factor in 
detecting, or failing to detect, relationships, and in 
determining the nature of the interrelationships between 
personal and social resources, life events, and 
psychological illness.
148
REFERENCES
REFERENCES
American Psychiatric Association. (1980). Diagnostic and 
Statistical Manual of Mental Disorders (3rd ed.).
New York: American Psychiatric Association.
Andrews, G. (1981). A prospective study of life events 
and psychological illness. Psychological Medicine, 
11. 795-801.
Andrews, G., Tennant, C., Hewson, D. M., & Vaillant, G. 
(1978). Life event stress, social support, coping 
style, and risk of psychological impairment.
Journal of Nervous and Mental Disease. 166,
307-316.
Antonovsky, A. (1979). Health. Stress, and Coping.
San Francisco: Jossey-Bass.
Bartlett, F. C. (1950). Remembering: A study in
experimental and social psychology. Cambridge 
University Press, 44-45.
Bedford, A., Foulds, G., & Sheffield, B. F. (1976). A
new personal disturbance scale (DSSI/sAD). British 
Journal of Social and Clinical Psychology. 15, 
387-394.
Billings, A. C., & Moos, R.H. (1981). The role of coping 
responses and social resources in attenuating the 
impact of stressful events. Journal of Behavioral 
Medicine. 4, 139-157.
Billings, A. G., & Moos, R.H. (1984). Coping, stress, and 
social resources among adults with unipolar 
depression. Journal of Personality and Social 
Psychology. 46. 877-891.
Birley, J. L. T., & Brown, G. W. (1970). Crises and life 
changes preceding the onset or relapse of acute 
schizophrenia: clinical aspects. British Journal of 
Psychiatry. 116. 327-333.
Braithwaite, V. A. (1987). The Scale of Emotional 
Arousability: Bridging the gap between the 
neuroticism construct and its measurement. 
Psychological Medicine. 17. 217-225.
Brown, G. W. (1972). Life events and psychiatric illness: 
Some thoughts on methodology and causality. Journal 
of Psychosomatic Research. 16. 311-320.
149
Brown, G. W. (1974a). Life events and the onset of 
depressive and schizophrenic conditions. In 
E. Gunderson, & R. H. Rahe (Eds.), Life stress 
and illness (pp. 164-168). Springfield, Illinois:
C. C. Thomas.
Brown, G. W. (1974b). Meaning, measurement, and stress 
of life events. In B. S. Dohrenwend & B. P. 
Dohrenwend (Eds.), Stressful life events: Their 
nature and effects (pp. 217-243). New York: Wiley.
Brown, G. W., & Birley, J. L. T. (1968). Crises and life 
changes and the onset of schizophrenia. Journal of 
Health and Social Behavior. 9, 203-214.
Brown, G. W. & Harris, T. (1978). Social origins of 
depression: A study of psychiatric disorder in 
women. London: Tavistock.
Byrne, D. G. (1984). Personal assessments of life-event 
stress and the near future onset of psychological 
symptoms. British Journal of Medical Psychology.
57. 241-248.
Cobb, S. (1976). Social support as a moderator of life 
stress. Psychosomatic Medicine, 3.8, 300-314.
Cohen, S., & McKay, G. (1984). Social support, stress and 
the buffering hypothesis: A theoretical analysis.
In A. Baum, J. E. Singer, & S. E. Taylor (Eds.), 
Handbook of Psychology and Health (Vol. 4). 
Hillsdale, New Jersey: Erlbaum.
Cohen, S., & Wills, T. (1985). Social support, stress and 
the buffering hypothesis. Psychological Bulletin.
98, 310-357.
Colletta, W. D., & Gregg, L. H. (1981). Adolescent 
mothers' vulnerability to stress. Journal of 
Nervous and Mental Disease. 169. 50-54.
Craig, A. R., Franklin, J. A., & Andrews, G. (1984).
A scale to measure locus of control of behaviour. 
British Journal of Medical Psychology. 57. 173-180.
Cronbach, L. J. (1951). Coefficient alpha and the 
internal structure of tests. Psvchometrika.
16. 297-334.
Crowne, D. P., & Marlowe, D. (1960). A new scale of
social desirability independent of psychopathology. 
Journal of Consulting Psychology. 24. 349-354.
150
Derogatis, L. R., Lipman, R.S., & Covi, L. (1973).
SCL-90: An outpatient psychiatric rating scale - 
preliminary report. Psvchopharmacology Bulletin.
9, 13-28.
Dohrenwend, B. S., & Dohrenwend, B. P. (1974). A brief 
historical introduction to research on stressful 
life events. In B. S. Dohrenwend, & B. P.
Dohrenwend (Eds.), Stressful life events: Their 
nature and effects (pp.1-5). New York: Wiley.
Dohrenwend, B. S., & Dohrenwend, B. P. (1978). Some 
issues in research on stressful life events.
Journal of Nervous and Mental Disease, 166. 7-15.
Dohrenwend, B. S., & Dohrenwend, B. P. (1981). Life event 
stress and illness: Formulation of the issues. In 
Dohrenwend, B. S., & Dohrenwend, B. P. (Eds.), 
Stressful life events and their contexts.
New York: Prodist.
Dohrenwend, B. S., Dohrenwend, B. P., Dodson, M. &
Shrout, P.E. (1984). Symptoms, hassles, social 
support, and life events: Problem of confounded 
measures. Journal of Abnormal Psychology. 93. 
222-330.
Duncan-Jones, P. (1987). Personal communucation.
Elliot, G. R. & Eisdorfer, C. (1982). Stress and human 
health: Analysis and implications of research.
New York: Springer.
Eysenck, H. J. & Eysenck, S. B. G. (1964). Manual of the 
Eysenck Personality Inventory. University of London 
Press.
Eysenck, H. J. & Eysenck, S. B. G. (1975). Manual of the 
Eysenck Personality Questionnaire (Junior and 
Adult). Sevenoaks, Kent: Hodder & Stoughton.
Felton, B. J., Revenson, T.A., & Hinrichsen, G. A.
(1984). Stress and coping in the explanation of 
psychological adjustment among the elderly. Social 
Science in Medicine, 18, 889-898.
Folkman, S. (1984). Personal control and stress and
coping processes: A theoretical analysis. Journal 
of Personality and Social Psychology. 46. 839-852.
Folkman, S., & Lazarus, R. S. (1980). An analysis of
coping in a middle-aged community sample. Journal 
of Health and Social Behaviour. 21, 219-239.
151
Fontana, A. F., Marcus, J. L., Noel, B., & Rakusin,
J. M. (1972). Prehospitalisation coping styles of 
psychiatric patients: The goal-directedness of life 
events. Journal of Nervous and Mental Disease.
55. 311-312.
Foulds, G. A. & Bedford, A. (1975). Hierarchy of classes 
of personal illness. Psychological Medicine,
5, 181-192.
Foulds, G. A. & Bedford, A. (1976). The relationship 
between anxiety-depression and the neuroses.
British Journal of Psychiatry.
128. 166-168.
Fox, B. H. (1978). Premorbid psychological factors as
related to cancer incidence. Journal of Behavioral 
Medicine, 1, 45-133.
Garrity, T. F., Marx, M. B., & Somes, G. W. (1977).
Langner's 22-item measure of psychophysiological 
strain as an intervening variable between life 
change and health outcome. Journal of Pvchosomatic 
Research. 21, 195-199.
Gersten, J. C., Langner, T. S., Eisenberg, J. G.,
& Simcha-Fagan, 0. (1977). An evaluation of the
etiological role of stressful life events in 
psychological disorders. Journal of Health and 
Social Behaviour. 18. 228-244.
Gossop, M. (1981). Theories of neurosis. New York: 
Springer-Verlag.
Grant, I., Sweetwood, H., Gerst, M. S., & Yager, J.
(1978). Scaling procedures in life event research. 
Journal of Psychosomatic Research. 22. 525-530.
Grant, I., Sweetwood, H., Yager, J., & Gerst, M. S.
(1981). Quality of life events in relation to 
psychiatric symptoms. Archives of General 
Psychiatry. 38. 335-339.
Grayson, D. A. (1986). Latent trait analysis of the 
Eysenck Personality Questionnaire. Journal of 
Psychiatric Research. 20. 217-235.
Hamburg, D., & Adams, J. (1967). A perspective on coping 
behavior: Seeking and utilising information in 
major transitions. Archives of General Psychiatry. 
17, 277-284.
Hawkins, N. G., Davies, R., & Holmes, T. H. (1957).
Evidence of psychosocial factors in the development 
of pulmonary tuberculosis. American Review of 
Tuberculosis and Pulmonary Diseases. 76, 769-780.
152
Henderson, S., Byrne, D. G. & Duncan-Jones, P. (1981). 
Neurosis and the Social Environment.
Sydney: Academic Press.
Henderson, S., Duncan-Jones, P., McCauley, H., &
Ritchie, K. (1978). The patient's primary group. 
British Journal of Psychiatry. 132. 74-86.
Holahan, C. J., & Moos, R.H. (1985). Life stress and
health: Personality, coping and family support in 
stress resistance. Journal of Personality and 
Social Psychology. 49. 737-747.
Holmes, T. H., & Masuda, M. (1974). Life change and 
illness susceptibility. In B. S. Dohrenwend, &
B. P. Dohrenwend (Eds.), Stressful life events: 
Their nature and effects (pp. 45-72).
New York: Wiley.
Holmes, T.H., & Rahe, R. H. (1967). The Social
Readjustment Rating Scale. Journal of Psychosomatic 
Research. 11. 213-218.
Horowitz, M., Schaffer, C., Hiroto, D., Wilner, N., & 
Levin, B. (1977). Life event questionnaires for 
measuring presumptive stress. Psychosomatic 
Medicine. 39, 413-431.
Hudgens, R. W., Robins, E., & Delong, W. B. (1970).
The reporting of recent stress in the lives of 
psychiatric patients. British Journal of 
Psychiatry. 117. 635-643.
Hudgens, R. W. (1974). Personal catastrophe and
depression: A consideration of the subject with 
respect to medically ill adolescents, and a requiem 
for retrospective life-event studies. In In B. S. 
Dohrenwend & B. P. Dohrenwend (Eds.), Stressful 
life events: their nature and effects 
(pp. 217-243). New York: Wiley.
Hunter, R. & Malcalpine, I. (1963). Three hundred years 
of psychiatry. London: Oxford University Press.
Jenkins, C. D., Hurst, M. W., & Rose, R. M. (1979). Life 
changes: Do people really remember? Archives of 
General Psychiatry. 36. 379-384.
Johnson, J. H., & Sarason, I. G. (1978). Life stress,
depression and anxiety: internal-external control 
as a moderator variable.
Journal of Psychosomatic Research. 22. 205-208.
153
Kessler, R.C., & McLeod, J. D. (1985). Social support and 
psychological distress in community surveys. In 
S. Cohen, & S. L. Syme (Eds.), Social support and 
health. New York: Academic Press.
Kobasa, S. C. (1979). Stressful life events, personality, 
and health: an inquiry into hardiness. Journal 
of Personality and Social Psychology. 37, 1-11.
Kobasa, S. C. (1982). Commitment and coping in stress 
resistance among lawyers. Journal of Personality 
and Social Psychology. 42., 707-717.
Krause, N., & Stryker, S. (1984). Stress and well-being: 
The buffering role of locus of control beliefs. 
Social Science in Medicine. 18., 783-790.
Langner, T. S. (1962). A twenty-two item screening score 
of psychiatric symptoms indicating impairment. 
Journal of Health and Human Behaviour. 3 ,
(269-276).
Langner, T. S., & Michael, S. T. (1963).Life stress and 
mental health. New York: Free Press.
Langer, E. J., & Rodin, J. (1976). The effects of choice 
and enhanced personal responsibility for the aged:
A field experiment in an institutional setting. 
Journal of Personality and Social Psychology. 34. 
191-198.
Lazarus, R. S. (1966). Psychological stress and the 
coping process. New York: McGraw-Hill.
Lazarus, R. S., De Longis, A., Folkman, S., & Gruen, R. 
(1985). Stress and adaptational outcomes: The 
problem of confounded measures. American 
Psychologist. 40, 770-779.
Lazarus, R. S., & Folkman, S. (1984). Coping and
adaptation. In W. D. Gentry (Ed.), The handbook of 
behavioral medicine. New York: Guilford.
Lazarus, R. S., & Launier, R. (1978). Stress-related 
transactions between person and environment.
In L. A. Pervin & M. Lewis (Eds.), Perspectives in 
interactional psychology. New York: Plenum.
Lorimor, R. J., Justice, B., McBee, G. W. , & Weinman, M. 
(1979). Weighting events in life event research 
(Comment on Dohrenwend et al., JHSB, June, 1978). 
Journal of Health and Social Behaviour.
20. 306-307.
154
Marks, I. M. (1981). Cure and care of neuroses: Theory 
and practice of behavioral psychotherapy.
New York: Wiley & Sons.
Martin, M. (1985). Neuroticism as predisposition toward 
depression: A cognitive mechanism. Personality 
and Individual Differences. 6, 353-365.
McCrae, R. R. (1984). Situational determinants of coping 
responses: Loss, threat, and challenge. Journal of 
Personality and Social Psychology. 46. 919-928.
McFarlane, A. H., Norman, G. R., & Streiner, D. L., &
Roy, R. G. (1983). The process of social stress: 
Stable, reciprocating, and mediating relationships. 
Journal of Health and Social Behavior. 24. 160-173.
McFarlane, A. H., Norman, G.R., Streiner, D.L.,
Roy, R. G., & Scott, D. J. (1980). A longitudinal 
study of the influence of the psychosocial 
environment on health status: A preliminary report. 
Journal of Health and Social Behavior. 21. 124-133.
Menaghan, E. (1982). Measuring coping effectiveness: A 
panel analysis of marital problems and coping 
efforts. Journal of Health and Social Behavior.23, 220-234
Mendels, J., & Weinstein, N. (1972). The Schedule of 
Recent Experiences: A reliability study. 
Psychosomatic Medicine. 34. 527-531.
Miller, P. M., Ingham, J. G., & Davidson, S. (1976).
Life events, symptoms and social support. Journal 
of Psychosomatic Research. 20. 515-522.
Miller, P. M., Surtees, P. G., Kreitman, N. B.,
Ingham, J. G., & Sashidharan, S. P. (1985). 
Maladaptive coping reactions to stress: A study of 
illness inception. Journal of Nervous and Mental 
Disease. 173. 707-716.
Myers, J. K., Lindenthal, J. J., Pepper, M.P., &
Ostrander, D. (1972). Life events and mental 
status: A longitudinal study. Journal of Health and 
Social Behavior. 13. 298-405.
Parkes, K. R. (1984). Locus of control, cognitive 
appraisal, and coping in stressful episodes.
Journal of Personality and Social Psychology. 46. 
655-668.
155
Paykel, E. S. (1974a). Life stress and psychiatric
disorder: Applications of the clinical approach.
In B. S. Dohrenwend & B. P. Dohrenwend (Eds.), 
Stressful life events: Their nature and effects 
(pp. 135-149). New York: Wiley.
Paykel, E. S. (1974b). Recent life events and clinical
depression. In E. K. Gunderson & R. H. Rahe (Eds.), 
Life event stress and psychiatric illness 
(pp. 134-163). Springfield, Illinois:
Charles C. Thomas
Paykel, E. S. (1979). Causal relationships between 
clinical depression and life events. In J. E. 
Barrett (Ed.), Stress and mental disorder.
New York: Raven Press.
Paykel, E. S., Myers, J. K., Dienelt, M. N.,
Klerman, G. L., Lindenthal, J. J., & Pepper, M. P. 
(1969). Life events and depression: A controlled 
study. Archives of General Psychiatry. 21. 753-760.
Paykel, E., Prusoff, B., & Myers, J. K. (1975). Suicide 
attempts and recent life events. Archives of 
General Psychiatry. 32. 327-333.
Paykel, E. S., Prusoff, B. A, & Uhlenhuth, E. H. (1971). 
Scaling of Life Events. Archives of General 
Psychiatry. 25. 340-347.
Pearlin, L. I., Lieberman, M. A., Menaghan, E. G., &
Mullan, J. T. (1981). The stress process. Journal 
of Health and Social Behavior. 22. 337-356.
Pearlin, L. I., & Schooler, C. (1978). The structure of 
coping. Journal of Health and Social Behavior.
19, 2-21.
Phares, E. (1976). Locus of Control in Personality.
Morristown, New Jersey: General Learning Press.
Rabkin, J. G., & Struening, E. L. (1976). Life events, 
stress, and illness. Science. 194. 1013-1020.
Rahe, R. H. (1974). The pathway between subjects' recent 
life changes and their near-future illness reports: 
Representative results and methodological issues.
In B. S. Dohrenwend & B.P. Dohrenwend (Eds.), 
Stressful life events: Their nature and effects 
(pp. 73-86). New York: Wiley.
Rahe, R. H., & Arthur, R. J. (1978). Life change and 
illness studies: Past history and future 
directions. Journal of Human Stress. .4, 3-15.
156
Rahe, R. H. , & Holmes, T. H. (1965). Social, psychologic 
and psychophysiologic aspects of inguinal hernia. 
Journal of Psychosomatic Research. 8., 487-491.
Rahe, R. H., Meyer, M., Smith, M., Kjaer, G., &
Holmes, T. H. (1964). Social stress and illness 
onset. Journal of Psychosomatic Research, 8, 35-44.
Rahe, R. H., Romo, M., Bennett, L., & Siltanen, P.
(1974). Recent life changes, myocardial infarction 
and abrupt coronary death. Archives of Internal 
Medicine. 133. 221-228.
Reid, D., & Zeigler, M. (1977). The contribution of
personal control to psychological adjustment of the 
elderly. Paper presented at the Canadian 
Psychological Association Convention, Vancouver.
Ross, C. E., & Mirowsky, J., II. (1979). A comparison of 
life event weighting schemes: Change, 
undesirability, and effect-proportional indices. 
Journal of Health and Social Behaviour. 20.
166-177.
Rotter, J. B. (1966). Generalized expectancies for
internal versus external control of reinforcement. 
Psychological Monographs. 80 (whole no. 609).
Schmale, A. H. (1972). Giving up as a final common 
pathway to changes in health. Advances in 
Psychosomatic Medicine. 8, 20-40.
Selye, H. (1956). The stress of life. New York: 
McGraw-Hill.
Selye, H. (1976). The stress of life (rev. ed.).
New York: McGraw-Hill.
Slater, E. (1943). The neurotic constitution:
A statistical study of two thousand neurotic 
soldiers. Journal of Neurology and Psychiatry.
6, 1-16.
Slater, E., & Slater, P. (1944). A heuristic theory of 
neurosis. Journal of Neurology. Neurosurgery, and 
Psychiatry. 7, 49-55.
Speisman, J., Lazarus, R. S., Mordkoff, A., & Davidson, 
L. (1964) . Experimental reduction of stress based 
on ego defense theory. Journal of Abnormal and 
Social Psychology. 68, 367-380.
Steele, G. P., Henderson, S., & Duncan-Jones, P. (1980). 
The reliability of reporting adverse experiences. 
Psychological Medicine. 10. 301-306.
157
Tennant, C., & Andrews, G. (1976). A scale to measure the 
stress of life events. Australian and New Zealand 
Journal of Psychiatry. 10. 27-32.
Tennant, C., & Andrews, G. (1978). The cause of life 
events in neurosis. Journal of Psychosomatic 
Research, 2 2 , 41-45.
Terry, D. (1989). Coping, resources and adaptation: Main 
or buffering effects. Australian Journal of 
Psychology. 41. 157-171.
Theoreil, T. (1974). Life events before and after the 
onset of a premature myocardial infarction.
In B. S. Dohrenwend & B. P. Dohrenwend (Eds.), 
Stressful life events: Their nature and effects 
(pp. 101-117). New York: Wiley.
Thoits, P. A. (1983). Dimensions of life events that
influence psychological distress: An evaluation and 
synthesis of the literature. In H. B. Kaplan (Ed.), 
Psychosocial stress (pp. 33-103). New York:
Academic Press.
Thoits, P. A. (1987). Gender and marital status
differences in control and distress: Common stress 
versus unique stress explanations. Journal of 
Health and Social Behavior. 28. 7-22.
Tyrer, P. (1985). Neurosis divisible? The Lancet.
March 23, 685-688.
Wethington, E., & Kessler, R. C. (1986). Perceived 
support, received support, and adjustment to 
stressful life events. Journal of Health and Social 
Behaviour. 27. 78-89.
Wheaton, B. (1983). Stress, personal coping resources and 
psychiatric symptoms: An investigation of 
interactive models. Journal of Health and Social 
Behaviour. 24. 208-229.
158
APPENDICES
Appendix 1
ITEMS CONTAINED IN STUDY MEASURES
Eysenck Personality Questionnaire-Neuroticism (EPQN)
(yes = 1; no = 0)
direction 
of scoring
1. Does your mood often go up and down? +
2. Do you ever feel "just miserable" for no reason? +
3. Are your feelings easily hurt? +
4. Do you often feel "fed up"? +
5. Would you call yourself a nervous person? +
6. Are you a worrier? +
7. Would you call yourself tense or
"highly strung"? +
8. Do you worry about awful things that might
happen? +
9. Do you worry too long after an embarrassing +
experience?
10. Do you suffer from "nerves"? +
Scale of Emotional Arousabilitv (SEA)
(very unlike me = 0; not much like me = 1; 
not sure = 2; somewhat like me = 3; 
very like me = 4)
1. I frequently get upset. +
2. When displeased, I let people know it right away. +
3. When I get scared, I panic. +
4. I tend to hop from interest to interest quickly. +
5. I can tolerate frustration better than most.
6. There are many things that annoy me. +
7. I am known as hot-blooded and quick-tempered. +
8. I am not easily frightened.
9. I get bored easily. +
10. I am almost always calm - nothing ever bothers me. -
11. I yell and scream less than most people my age.
12. It takes a lot to get me mad.
13. I usually have no trouble making up my mind.
14. I have trouble controlling my impulses.
15. I am somewhat emotional.
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Locus of Control of Behaviour (LCB)
(strongly disagree = 0; generally disagree = 1; 
somewhat disagree = 2; somewhat agree = 3; 
generally agree = 4; strongly agree = 5)
1. I can anticipate difficulties and take action to 
avoid them.
2. A great deal of what happens to me is probably
just a matter of chance. +
3. Everyone knows that luck or chance determines
one's future. +
4. I can control my problem(s) only if I have
outside support. +
5. When I make plans, I am almost certain I can 
make them work.
6. My problem(s) will dominate me all my life. +
7. My mistakes and problems are my responsibility
8. Becoming a success is a matter of hard work, 
luck has little or nothing to do with it.
9. My life is controlled by outside actions
and events. +
10. People are victims of circumstances beyond
their control. +
11. To continually manage my problems I need
professional help. +
12. I believe a person can really be the master 
of his fate.
13. I am confident of being able to deal 
successfully with future problems.
14. Maintaining control over my problem(s) is
due mostly to luck. +
Coping Strategies (CS)
I'd like you to consider the events and 
difficulties you have just been thinking about 
(c.f. List of Recent Experiences). How would 
you usually react if you had problems of this 
kind to deal with?
(never = 0; sometimes = 2; usually = 3)
1. Would you seek advice from a doctor or counsellor? -
2. Would you take tablets/pills?
3. Would you talk things over with other people?
4. Would you drink more than usual? +
5. Would you smoke more than usual? +
6. Would you pray (or do meditation or the like) more 
than usual?
7. Would you feel angry with yourself? +
8. Would you feel angry with someone else? +
9. Would you try to avoid thinking about the 
situation by doing something else?
10. Would you spend a lot of time thinking all 
around the situation by yourself, going over
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and over it in your mind?
11. Would you try to examine the situation again, 
and see it differently, or use your sense 
of humour?
Index of Perceived Social Support (IPSS)
(strongly agree = 0; agree = 1; undecided = 2; 
disagree = 3; strongly disagree = 4)
1. People don't come to visit me as often as I 
would like.
2. I find it easy to make friends.
3. I often need help from other people but can't 
get it.
4. I'm afraid of being left alone.
5. I seem to have a lot of friends.
6. I don't have anyone that I can confide in.
7. The person who means most to me takes an 
interest in my affairs.
8. There is someone who needs me as much as I 
need them.
9. I don't have a very close friend.
10. The person who means most to me doesn't 
spend much time with me.
11. I have no-one to lean on in times of trouble.
12. I have someone to share good news with.
13. There is someone who can always cheer me up 
when I'm down.
14. I often feel very lonely.
15. I feel there is something missing from my life.
List of Recent Experiences (LRE)
(yes=l; no=0)
1. In the last 3. months have you had a serious accident?
2. In the last 3. months have you had a serious illness 
or injury?
3. In the last 3 months has someone close to you had a 
sudden serious illness or injury?
4. In the last 3 months has your spouse or partner had a 
long and serious illness?
5. In the last 3 months have you had a child with a long 
and serious illness?
6. In the last 3 months have you had a parent with a 
long and serious illness?
7. In the last 3 months have you or your partner had an 
abortion or miscarriage?
8. In the last 3 months has your child died?
9. In the last 3 months has your spouse or partner died?
10. In the last 3 months has a close family member or
friend died?
11. In the last 3 months have there been increasing 
serious arguments with your spouse or partner?
12. In the last 3 months were there serious problems with 
a neighbour, close friend or relative NOT living at 
home?
13. In the last 3 months has your spouse or partner 
started having an affair?
14. In the last 3 months has the behaviour of one of your 
parents been a problem to you?
15. In the last 3 months has the behaviour of your spouse 
or partner been a problem to you?
16. In the last 3 months has the behaviour of your 
children been a problem to you?
17. In the last 3 months have you ended an engagement?
18. In the last 3 months have you had sexual
difficulties?
19. In the last 3 months have you broken off a steady 
relationship?
20. In the last 3 months were you separated from your 
spouse or partner?
21. In the last 3 months were you divorced?
22. In the last 3 months were you separated from someone
close to you?
23. In the last 3 months have you been unemployed or 
seeking work?
24. In the last 3 months was there a continuing threat of 
your being laid off or made redundant?
25. In the last 3 months were you sacked or laid off?
26. In the last 3 months has your own business failed?
27. In the last 3 months were you required to do very
tedious or boring work over a long period?
28. In the last 3 months were you required to do work 
over a long period which you found very difficult?
29. In the last 3 months have you had a continuous 
financial worry?
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30. In the last 3 months have you had a major financial 
crisis?
31. In the last 3 months have you had a jail or prison 
sentence?
32. In the last 3 months have you had a civil court case 
(e.g. divorce, custody, debt)?
33. In the last 3 months have you had any other 
unpleasant experiences? What were they?
Symptom Checklist-90 (SCL)
(not at all = 0; a little = 1? quite a lot = 2)
During the past TWO WEEKS including today, 
how much were you distressed by:
1. Nervousness or shakiness inside.
2. Loss of sexual interest or pleasure.
3. Feeling low in energy or slowed down.
4. Trembling.
5. Crying easily.
6. Feelings of being caught or trapped.
7. Suddenly scared for no reason.
8. Blaming yourself for things.
9. Feeling lonely.
10. Feeling blue.
11. Worrying too much about things.
12. Feeling no interest in things.
13. Feeling fearful.
14. Heart pounding or racing.
15. Your mind going blank.
16. Feeling tense or keyed up.
17. Feeling everything is an effort.
18. Spells of terror or panic.
19. Feeling so restless you couldn't keep still.
20. Thoughts of ending your life.
21. Feelings of worthlessness.
22 The feeling that something bad is going to happen to you.
23. Thoughts and images of a frightening nature.
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Peiusions-Svmptoms-States Inventory / scales of Anxiety 
and Depression (DSSI/sAD)
(not at all = 0; a little = 1; a lot = 2; 
almost unbearably = 3)
Anxiety=A
Depression=D
1. Recently I have worried about every little
thing. A
2. Recently I have been so miserable that I have
had difficulty with my sleep. D
3. Recently I have been breathless OR had a
pounding of my heart. A
4. Recently I have been so "worked up" that I
couldn't sit still. A
5. Recently I have been depressed without
knowing why. D
6. Recently I have gone to bed not caring if I
never woke up. D
7. Recently, for no good reason, I have had
feelings of panic. A
8. Recently I have been so low in spirits that
I have sat for ages doing absolutely nothing. D
9. Recently I have had a pain OR tense feeling
in my neck or head. A
10. Recently the future has seemed hopeless.
11. Recently worrying has kept me awake at night.
12. Recently I have lost interest in just about
EVERYTHING. D
13. Recently I have been so anxious that I couldn't
make up my mind about the simplest thing. A
14. Recently I have been so depressed that I have
thought of doing away with myself. D
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Q C
Crowne Marlowe Scale (Social Desirability)
(yes = 1; no = 0)
1. I never hesitate to go out of my way to help
someone in trouble. +
2. It is sometimes hard for me to go on with my 
work if I am not encouraged.
3. Occasionally I have had doubts about my ability 
to succeed in life.
4. I sometimes feel resentful when I don't get 
my own way.
5. My table manners at home are as good as when
I eat out in a restaurant. +
6. There have been times when I felt like rebelling 
against people in authority even though I knew 
they were right.
7. It doesn't matter who I'm talking to, I'm always
a good listener. +
8. There have been occasions when I took advantage
of someone. -
9. I'm always willing to admit it when I make a
mistake. +
10. I always try to practise what I preach. +
11. I don't find it too difficult to get along with
loud-mouthed, unpleasant people. +
12. I sometimes try to get even, rather than 
forgive and forget.
13. When I don't know something I don't mind
admitting it at all. +
14. I am always courteous, even to people who are
disagreeable. +
15. At times I have really insisted on having 
things my own way.
16. There have been occasions when I have really 
felt like smashing things.
17. I have never been irked when people have
expressed ideas very different from my own. +
18. There have been times when I have been quite 
jealous of the of the good fortune of others.
19. I am sometimes irritated by people who ask 
favours of me.
20. I have never felt that I was being punished
without cause. +
21. I sometimes think that when people have a 
misfortune they only got what they deserved.
22. I have never deliberately said something that
would hurt someone's feelings. +
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Demographic Details
1. What country were you born in?
-Australia
-other English speaking 
-elsewhere
2. What year was that?
3. Are you
-married?
-single?
-widowed?
-divorced?
-separated?
4. About your time at school. Could you tell me 
which is the highest level of education that 
you completed?
-no schooling 
-attended Primary School 
-completed Primary School 
-attended Secondary School
-Intermediate, Junior, School Certificate,
School Boards (C Certificate)
-Matriculation, Higher School or Leaving 
Certificate,School Boards (A and B Certificates) 
-attended Tertiary College or University 
-completed Tertiary College or University 
(2 years or more)
5. Do you at present have a job (working for pay 
or profit)?
-yes (go to question 6)-no
6. Why is that?
-retired 
-home duties 
-seeking work 
-student 
-other (specify)
-not applicable
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APPENDIX 3
Summary Table of Outcomes of SEA Regression Analyses.
Table Predictor Variables Dependent Variable
13.1 Res* / LE-T1* -> SCL-T114.1 Res* / LE-T2* -> SCL-T215.1 Res* / LE-T1* -> SCL-T216.1 Res* / LE-T2 * / LE-T1 -> SCL-T217.1 Res* / LE-T1 LE-T2* / SCL-T1* -> SCL-T218.1 Res* / LE-T1 SCL-T1* / LE-T2 * -> SCL-T2
19.1 Res / SCL-T1* -> LE-T120.1 Res / SCL-T2 * -> LE-T221.1 Res / SCL-T1* -> LE-T222.1 Res / SCL-T2*/ SCL-T1 -> LE-T223.1 Res / SCL-T1 SCL-T2* / LE-T1* -> LE-T224.1 Res / SCL-T1 LE-T1* / SCL-T2* -> LE-T2
Note. Res, personal and social resource variables; 
LE-T1, life events Time 1; LE-T2, mean number of life 
events reported at Telephone followup; SCL-T1, symptoms 
Time 1; SCL-T2, mean number of symptoms reported at 
Telephone followup.
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